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SURGERY OF THE 
EYE 


Mills, L., and Jeancon, E. C.: Unrecognized Mag- 
netic Intra-Ocular Foreign Bodies and Their 
Legal Aspects. Arch. Ophth., 1939, iv, 194. 


The authors report on twenty-one cases of mag- 
netic foreign body in the eye in which the nature of 
the condition was not recognized by the specialist 
who first examined the eye. They cite legal deci- 
sions to warn ophthalmologists to be on their guard 
in such cases. They emphasize that a roentgeno- 
gram should be taken of every penetrating wound of 
the eye, even such wounds in the eyelid. Insurance 
companies are very anxious to have a roentgen re- 
port, negative or positive, especially if the history 
is the least suspicious. 

In the authors’ opinion, failure to recognize foreign 
bodies in the eye is more common than is generally 
supposed. No accident is too trivial to be the cause 
of such foreign bodies. According to recent legal 
decisions, failure to use the X-ray in the examination 
of an injured eye found later to have contained a 
foreign body constitutes negligence. X-ray exami- 
nation is our most dependable means of detecting 
intra-ocular foreign bodies. Prompt diagnosis and 
operation greatly improve the prognosis. 

Tuomas D, ALLEN, M.D. 


Terrien, F.: Optic Atrophy and Hzmatemesis 
(Atrophies optiques et hématéméses). Presse méd., 
Par., 1930, xxxvili, 953. 

Terrien reports the case of a woman of fifty-eight 
years who had severe hematemesis that left her 
very weak. Nine days later her vision decreased 
suddenly, and the next morning she woke up com- 
pletely blind. Both eyes showed moderate mydriasis 
and did not react to light or convergence. Both disks 
were white and showed the characteristics of primary 
atrophy. The retinal arteries were slightly filiform. 
There were no signs of syphilis or tabes. 

A number of cases of visual disturbance after loss 
of blood have been reported. In most of them the 
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condition followed hamatemesis or metrorrhagia; 
in a very few it occurred after loss of blood from 
trauma. One factor responsible for the blindness 
is probably the poor general condition of persons 
with hematemesis or metrorrhagia. The immediate 
cause is probably ischemia, which generally is 
associated with vasoconstriction of the retinal ar- 
teries. The lesions resemble those seen in quinine 
amblyopia. ‘The prognosis is unfavorable. In more 
than half the cases the blindness is permanent. Im- 
provement results in only 38 per cent of the cases 
and a cure is obtained in only about 12 per cent. 
rreatment should be given to prevent recurrence 
of the haemorrhage as in most cases the blindness 
comes on after repeated bleeding rather than after 
a single severe hemorrhage. After the visual dis- 
turbance has begun, the treatment should be di- 
rected toward increasing the arterial pressure and 
the strength of the heart beat and decreasing the 
tonus of the eye which increases the ischemia of 
the retina by compressing the retinal vessels. The 
intravenous injection of physiological salt solution 
is a good means of raising the arterial pressure. ‘The 
tonus of the eye may be lowered by myotics. Terson 
recommends the instillation of dionin into the con- 
junctival sac to bring about vasodilatation. An- 
terior sclerotomy has also been recommended to 
decrease the normal tonus of the eye. Subcutaneous 
injections of acetylcholin are of value to reduce the 
general blood pressure through elective dilatation 
of the arterioles. They have been known to double 
the caliber of the central artery of the retina and to 
improve the visual field greatly. In the author’s 
case they were of no benefit, but were not tried until 
the optic atrophy had been present for three months. 
AuprEY G. Morcan, M.D. 


Wilder, W. H.: Some Phases of Secondary Glau- 
coma. Am. J. Ophth., 1939, xiii, O81. 
Secondary glaucoma may be mechanical, bio- 
chemical, or inflammatory. The author discusses 
particularly the second type. 
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Cases of mild serous iritis or cyclitis may show in- 
creased tension produced by the secretion of aqueous 
having a greater viscosity than normal aqueous. The 
treatment of such cases is discussed. Homatropine is 
suggested as a mydriatic as its effect may be more 
easily counteracted by myotics if the necessity arises. 
With the formation of posterior synechiz, levoglau- 
cosan may be tried. Pilocarpine is superior to eserine 
as it causes less irritation of the iris. When operation 
becomes necessary, a LaGrange or an iris-inclusion 
operation gives better results than trephination. 

SAMUEL A. Durr, M.D. 


Elschnig, A.: 
165. 

Of 139 cases in which keratoplasty was done for 
leukoma after a burn or ulceration, improvement in 
vision resulted in 22 per cent. Of cases of interstitial 
keratitis, improvement in vision resulted in 73 per 
cent. The operation is contra-indicated in aphakic 
eyes, cases of wide flat synechia between the iris and 
the corneal scar, cases of glaucoma, and the cases of 
patients under fourteen years of age. It should never 
be attempted sooner than one year after all disease 
processes in the cornea have completely subsided, 
and even then not before the eye has been given sev- 
eral months of pre-operative treatment. 

As the transplantable material may be obtained 
from the eyes of young as well as old persons with 
normal cornez, it makes no difference whether the 
remaining anterior segment is normal or pathologi- 
cally changed or whether the eye of the donor reveals 
glaucoma or hypotension. The author has compared 
the blood of the donor and recipient for hemolysis, 
but has been unable to correlate the results as re- 
gards the prognosis in the same and different blood 
groups. Tuomas D. ALLEN, M.D. 


Parker, W. R., and Culler, A. M.: Lipzmia Reti- 
nalis. Am. J. Ophth., 1930, xiii, 573. 


Keratoplasty. Arch. Ophth., 1930, iv, 


Parker and Culler review thirty-eight cases of 
lipemia retinalis, two of them their own. Eighty-six 
per cent of the patients were males ranging in age 
from nine to fifty years. The condition occurs as a 
rule in young diabetics because they have a less 
efficient fat metabolism than older persons. The 
lipemia can be recognized ophthalmoscopically when 
the blood fat rises above 3.5 per cent. When the 
blood fat falls to 2 per cent, the appearance of the 
fundus returns to normal. 

In thirty-five of the thirty-eight cases reviewed 
there was evidence of acidosis. Apparently acidosis 
is a prerequisite of the condition. Probably no dis- 
ease other than diabetes uncomplicated by treat- 
ment gives rise to a lipemia so severe as to be 
recognized ophthalmoscopically. 

Of eighteen patients not treated with insulin, one 
on and of fifteen treated with insulin, one 

ied. 

Lipzmia retinalis does not alter the prognosis of 
the diabetes in which it occurs. 

Leste L. McCoy, M.D. 


EAR 


Hagens, E. W.: Otosclerosis. 


Arch. Otolaryngol., 
1930, Xii, 273. 


Various theories have been advanced as to the 
causal factors and the development of the foci in 
otosclerosis. It is known that the condition fre- 
quently occurs in several members of a family and 
that females are more frequently attacked than 
males. So far as the author is aware, the youngest 
child in whom foci have been found was about one 
year of age. In the ears of embryos sectioned by 
Hagens no evidence of foci was seen. According to 
one theory, otosclerosis is due to an inherent defect of 
the ear mechanism or a congenital inferiority of the 
ear. However, no microscopic changes supporting 
this theory have been found. According to another 
theory, the foci develop from remnants of em- 
bryonic tissue. It has been suggested also that the 
connective tissue in Cozzolino’s zone is the starting 
point of the focus, but this assumption does not 
explain how foci develop in other parts of the 
petrous bone. 

The possibility of the development of the foci 
from cartilaginous remnants is of interest. Several 
of the foci in the sections studied by the author 
appeared to be closely related to, or actually touched, 
the remnants. However, cartilage remnants were 
found in regions in which foci are discovered rarely, 
if at all, and remnants have been seen in many adult 
temporal bones showing no foci. Accordingly, the 
importance of the relationship between cartilaginous 
remnants and the foci is not easily settled. It has 
been suggested that the foci may develop where 
ossification occurred last. Sections of the ears of 
embryos, newborn infants, and older infants ex- 
amined by the author have shown that the regions 
which are frequently cartilaginous when all else is 
ossified include, in addition to Cozzolino’s zone, the 
regions behind the vestibule in the posterolateral 
and posteromedial portions of the petrous bone. 

The various factors which have been suggested as 
exciting causes of the development of foci include 
vasoconstriction of the vessels in the petrous bone, 
venous stasis, chronic local inflammation, and 
chronic local infection. Factors influencing the con- 
dition include gastro-intestinal toxemia, foci of 
infection, syphilis, pregnancy, glands of internal 
secretion, vascular conditions, tuberculosis, a diet 
lacking in vitamins, and blue sclere with fragile 
bones. Those who are opposed to the view that 
chronic infection may be responsible call attention 
to the lack of evidence of infection in the sections, 
such as the presence of round cells and plasma cells. 
It is possible, however, that a previous infection may 
have subsided without leaving permanent changes. 

With regard to the development of the foci after 
they have appeared, there are two main theories. 
The theory most generally accepted is that normal 
bone is absorbed and then replaced by new vascular 
bone which later becomes denser. According to the 
other theory, the focus is a tumor-like formation 
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that destroys the normal bone as it develops. If 
the first theory is correct we might expect to find 
evidence of absorption of the normal bone in the 
region of the focus. However, such evidence is 
delinitely lacking in some foci and indistinct in 
others. In the sections showing possible changes 
which have been seen by the author, the bone adja- 
cent to the focus appeared rarefied. In the absence 
of osteoclasts, the most plausible theory is that the 
alteration was the result of a chemical action. In 
several of the foci there was a crevice-like gap or 
fracture line between the edge of the focus and the 
adjacent bone. This was no doubt an artificial gap, 
but it perhaps indicated a difference of chemical 
composition between the bone of the focus and the 
bone next to it. The development of the vascular 
stage was prominently shown in most of the foci, 
and in the bone of one patient the denser, older 
stage seemed to be presented. 

In the vascular foci, a fair number of osteoclasts 
and osteoblasts were seen. The latter were situated 
at the bony edges lining the spaces, and frequently 
a pink-staining layer of bony tissue was noted just 
underneath. It seems possible that if this bone- 
building process were to keep up for a period of 
years, the tissue would gradually become more 
dense and the spaces smaller until finally a dense 
tissue would result. 

The view that the focus is tumor-like has seemed 
plausible because of the frequent lack of evidence 
of a change in the bone near the border of the focus. 
However, the foci do not simulate ordinary tumors 
as they do not have a tumor cell common to them. 
In the author’s sections, the most characteristic 
evidence of advance seemed to be finger-like vascular 
projections extending from the focus into the adja- 
cent bone. In some instances these were covered by 
several rows of blue-staining cells with canaliculi. 

It is apparent that the focus could enlarge by 
gradually throwing out tentacles into the adjacent 
bone and slowly replacing it. The adjacent bone 
would be prepared, probably by a chemical action. 
The enlargement of the foot-plate of the stapes 
indicates that the condition not only replaces pre- 
viously existing bone, but also develops beyond the 
previous bounds, thus simulating hyperostosis. 

James C. Braswe tt, M.D. 


Nash, C. S.: A Study in Otosclerosis. Ann. Otol., 
Rhinol. & Laryngol., 1930, xxxix, 769. 

Nash states that of a series of 1,000 cases of deaf- 
hess, fewer than 6 per cent were definitely diagnosed 
as otosclerosis. 

In 48 per cent of cases of otosclerosis there is a 
family history of the condition. In 65 per cent the 
deafness begins at the age of puberty, during preg- 
nancy, or at the time of the menopause. Tinnitus 
is present in 76 per cent of the cases, paracusis wil- 
lisiana in 31 per cent, a decrease in the tickle reflex 
in 86 per cent, and vertigo in 4 per cent. 

A careful histopathological distinction must be 
made between primary otosclerosis and secondary 
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atrophic lesions produced by ankylosis of the stapes 
of middle ear origin. 

Chronic catarrhal otitis media and chronic sup- 
purative otitis media may degenerate into forms 
which simulate otosclerosis but clinically cannot be 
considered complications of the latter condition. 

James C. BRAsweELt, M.D. 


Sourdille, M.: On the Surgical Treatment of Oto- 
sclerosis. J. Laryngol. & Otol., 1930, xlv, 601. 


The author reports his experiences in the surgical 
treatment of nineteen cases of otosclerosis. In six 
cases the treatment has been completed. The first 
operation is an atticotympanotomy, simple or com- 
bined with an internal plastic with a tympanic hinge. 
The object of this procedure is to explore and isolate 
the middle ear. A few months later the external 
semicircular canal is opened aseptically and the fen- 
estration is occluded by a thin epidermic membrane. 

The end-results depend entirely on the behavior 
of the epidermic flap. If this flap remains thin and 
closely applied against the osseous plane and the 
orifice of trephination of the semicircular canal, the 
hearing is good, but if retraction, ulceration, or 
keloid formation occurs, the result is a failure. 

GEeEorGE R. McAvtirr, M.D. 


Meurman, Y.: The Anatomy of the Aqueductus 
Cochlez and Remarks Regarding Its Physi- 
ology (Zur Anatomie des Aquaductus cochleae, 
nebst einigen Bemerkungen ueber dessen Physi- 
ologie). Acta Soc. med. Fennicae Duodecim, 1930, 
xiii, Fasc. 1, 1. 

In a study of the anatomy of the aqueductus 
cochlee the author made injection tests on rabbits 
and studied serial sections of human temporal bones 
from Wittmaack’s collection in Hamburg. The 
human material consisted of fifty-five temporal 
bones obtained from thirty-two cadavers. 

In the rabbit, the aqueductus cochlez is an osseous 
canal from 2% to 3 mm. long and from 300 to 500 
microns wide which contains a tube of soft tissue 
projecting from the arachnoidea. The part of the 
tube which is closest to the brain is hollow, whereas 
the part which is closest to the cochlea is filled by a 
loose network of connective tissue that becomes 
denser toward the scala tympani. The reticulum of 
connective tissue fills up also an upper and posterior 
corner of the scala tympani between the membrane 
of the round window and the osseous wall. 

By injection tests made with suspensions of 
Chinese ink and other substances it was proved that 
there is a communication by way of the aqueductus 
cochlee between the subarachnoid space of the 
brain and the perilymphatic space of the inner ear. 
However, coarse particles of the suspensions were 
retained by the network in the arachnoid tube. It 
appears that the current flows more easily toward, 
than away from, the cochlea. 

In man, the length of the aqueductus cochlez is 
at least 10 mm. in the adult and 5 mm. in the new- 
born infant. The width of the canal increases from 
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the cochlea toward the brain. Close to the external 
aperture the canal is about fifteen times wider than 
at its narrowest point. The narrowest part is about 
1 mm. from the scala tympani. The average width 
of this portion is about 110 microns in the osseous 
canal and about 70 microns in the canal lined with 
endosteum. However, it varies considerably in 
different persons. The extreme measurements are 
60 and 200 microns in the osseous canal and 55 and 
120 microns in the canal lined with endosteum. 
Complete obliteration may occur in the narrow sec- 
tion, probably from exaggerated endosteal ossifica- 
tion. 

In children as compared with adults the canal is 
wide, but in the specimens studied the absolute 
measurements did not exceed the measurements in 
adults. It is possible that after the age of sixty 
years narrowing may occur, especially in the nar- 
rowest section. 

In man, the arachnoidea of the canal forms a hol- 
low tube in the part toward the brain, while toward 
the cochlea, at a distance of from 1 to 2 mm. from 
the scala tympani, it usually changes into a cord 
without a lumen. The latter part contains reticular 
tissue or is hollow in only rare cases. The arach- 
noidea may show variations in its development also 
in the part toward the brain. 

Theories regarding the physiological importance 
of the canal are reviewed. It is presumed that, in 
man, the greater perivascular spaces of the modiolus 
cochlez to a certain extent make up for the greater 
width of the aqueductus cochlez in other mammals. 


Meurman, Y.: Diffuse Suppurating and Necrosing 
Infiammations of the Internal Ear, with Par- 
ticular Reference to the Aqueductus Cochlez 
and the Arezw Foraminosz (Beobachtungen an 
diffus-eiternden und nekrotisierenden Innenohrent- 
zuendungen, mit besonderer Beruecksichtigung der 
Pathologie der Schneckenwasserleitung und der 
Nervendurchtrittstellen). Acta Soc. med. Fennicac 
Duodecim, 1930, xiii, Fasc. 1, 2. 

The author attempted to determine the relation- 
ship between the pathologicohistological picture in 
the internal ear and the possibilities for the propa- 
gation of inflammation and infection along preformed 
routes between the inner ear and the meninges. As 
the aqueductus vestibuli seldom transmits infection 
directly to the meninges, it is discussed only briefly. 
The investigation of the aqueductus cochlez is re- 
ported in detail. 

The material consisted of eighteen clinical cases 
of inflammation of the inner ear from the clinics of 
Wittmaack in Jena and Hamburg. In sixteen of 
these cases serial sections of the petrous portion of 
the other, not primarily diseased, temporal bone 
were also studied histologically. 

In addition, experiments were carried out on 
animals. In rabbits, the inner ear was infected with 
various types of bacteria either directly or from the 
middle ear after injury of the membranes of the 
fenestrae with chemicals. In addition, the author 
studies a series of specimens of the petrous portion 


of temporal bones obtained from dogs with menin- 
geal infection. 

This material and the findings of other invesiiga- 
tors seemed to indicate that necrosis of the inner ear 
may be caused by various factors such as hydrops 
(Wittmaack), direct injury by bacteria or toxins, and 
vascular injuries. Vascular injuries, however, are 
an important factor in all necroses of the inner ear, 

The human material studied seemed to show that 
meningitis originating in the inner ear is due more 
frequently to suppuration than to necrosis o! the 
inner ear. Although some necroses of the inner ear 
develop from a suppurating inflammation, never- 
theless it is evident that extension may occur in the 
stage of suppuration and does not require a ‘leep 
necrosis. Several experiments on animals suggested 
that, even in severe necrosis of the inner ear, condi- 
tions may be such that extension of the inflammation 
and infection toward the meninges is prevented. 
This may be explained by strong resistance of the 
organism to the necrosing action of the bacteria in 
the form of a copious exudation of leucocytes. 

In suppurative inflammation of the inner ear 
following infection of the fenestre the routes of 
extension closest to the fenestra are most exposed. 
In inflammations due to erosion of the labyrinthine 
capsule early involvement of the preformed routes 
close to the original site of the infection is not 
evident. In inflammations of the inner ear with 
diffuse necrosis the preformed routes are involved 
more or less equally. 

In the human material studied, advance o/ the 
inflammation toward the meninges was foun to 
occur most frequently by the modiolus cochlew and 
next most frequently by the vestibular foramine, 
especially those of the macula sacculi, and least 
frequently by the aqueductus cochleew. Often several 
of these routes were involved simultaneously. 

Previous anatomical studies made by the author, 
pathological cases studied by other investigators, 
and the material examined in this investigation show 
that in adults the aqueductus cochlez is seldom an 
important route for the advance of pathogenic bac- 
teria from the inner ear to the meninges. ‘This is due 
chiefly to its anatomical structure. In childhood, it 
is of somewhat more pathological importance be- 
cause of the shortness of the narrow part o! the 
canal. Similar conditions prevail in the occasivnal 
adult with a canal having an open lumen throughout 
its extent. This was proved by some of the experi- 
ments carried out on animals. 

In the cases studied, extension of the inflammation 
from the meninges to the inner ear of the side which 
became diseased secondarily occurred most ire- 
quently through the modiolus canals, next most 
frequently through the aqueductus cochlee, and 
least frequently through the vestibular arce 
foraminose. 

In rabbits and dogs, in contrast to man, the 
aqueductus cochlee was of chief importance in the 
passage of bacteria between the inner ear and the 
meninges. 
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The author adds remarks regarding the operative 
treatment of suppurative inflammations of the 
inncr ear. He believes that in certain cases trephina- 
tion of the fundus of the auditory meatus by the 
Ufienorde technique is the procedure of choice. 


Buzoianu, G.: Research Relative to the Mechanism 
of Production of the Barany Caloric Reaction 
(Recherches relatives au mecanisme de production 
de ’epreuve calorique de Barany). Arch. internat. 
de laryngol., 1930, Xxxvi, 680. 

In a clinical and experimental study the author 
found that the sympathetic nervous system plays a 
part in the mechanism of production of the caloric 
Barany reaction. It influences the vasomotor phe- 
nomena which transmit the thermic excitation to 
the labyrinth or perhaps influences directly the 
pressure of the lymph in the labyrinth. Sympathico- 
tonia increases the excitabilityof the labyrinth proba- 
bly by means of vasomotor phenomena, while the 
parasympathetic system diminishes this excitability. 
Therefore when it is necessary to cause thermic exci- 
tation of the labyrinth in certain specific diseases, 
the state of the sympathetic nervous system must be 
taken into consideration. In drawing conclusions as 
to the presence of hyperexcitability in hyperthyroid- 
ism, for example, we must always bear in mind the 
pre-existing sympathiconia in this condition. 

By partial or total resection of the cervical sympa- 
thetic, the author has obtained a change in the ca- 
loric Barany reaction characterized by a delay in the 
development of the nystagmus and a decrease in the 
duration of the phenomenon. When the parasympa- 
thetic myoneural junctions were paralyzed by large 
doses of atropine the reaction developed more quick- 
ly and was prolonged. ANntHoNy R. CameEro, M.D. 


Smith, J. M.: A New Operation for Chronic Puru- 
lent Mastoiditis. Laryngoscope, 1930, xl, 553. 


In the operation described by Smith the usual 
simple mastoid incision is made, starting over the 
center of the mastoid tip and following the normal 
curve of the external ear from 1% to % in. behind its 
attachment. The incision is extended upward just 
above the temporal ridge. The cortex is exposed 
with the spine of Henle, the temporal ridge, and the 
mastoid tip in full view. The bone is removed just 
below the temporal ridge and behind the spine of 
Henle until the mastoid antrum is opened. ‘The 
posterior canal wall is not lowered unless it is neces- 
sary to remove the outer part to avoid a far forward 
lateral sinus. All of the granulations and diseased 
bone are removed from the antrum and mastoid 
cavity as in the simple mastoid operation. In the 
average chronic case there are few, if any, mastoid 
cells; however, the cavity is cleansed to healthy plate 
or bone. 

The aditus is then enlarged by removing a small 
portion of the inner part of the bridge just external 
to the incus and horizontal semicircular canal. If 
this opening is made too large it may interfere with 
the filling in of the posterior wound by granulations. 
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The remnants of the ossicles are removed through 
the aditus. In some instances it is easier to remove 
the malleus through the external auditory canal. The 
posterior half of the membranous canal is then care- 
fully separated from its bony attachment in the 
external auditory canal and held in place against the 
anterior canal wall, the anterior membranous attach- 
ment being left intact if possible. In this way access 
is gained to the middle ear and attic. Through the 
opening the granulations and débris are removed 
from the middle ear. 

The annulus tympanicus is removed and the eus- 
tachian tube thoroughly curetted. The attic and the 
bony space extending posteriorly into the aditus then 
remain to be cared for. Free access is obtained to 
this space in the roof of the middle ear by partially 
removing the external wall of the attic. This corre- 
sponds to the rim of bone furnishing the attachment 
for the upper part of the annulus tympanicus or the 
bony rim on each side of the ravinian fissure. The 
removal of this bone together with the contents of 
the middle ear must be carefully performed since the 
floor of the cavity at the time of the operation is 
represented by the internal wall of the middle ear. 
The facial nerve crossing the inner wall through the 
fallopian canal is covered by a very thin layer of 
bone, and pressure on its wall will result in facial 
paralysis. An accurate knowledge of the anatomy is 
necessary to avoid removing the stapes or injuring 
the labyrinth. Care must be taken to leave a firm 
posterior bony canal wall as necrosis may result if 
too much of it is removed. 

At this point in the operation the middle ear, attic, 
antrum and mastoid cavity are clean and the poste- 
rior wall is in its normal position. The membranous 
canal is now restored as nearly as possible to its 
original position in the external auditory canal and 
packed in place with vaseline gauze. A cigarette 
drain is inserted directly into the mastoid antrum 
behind, and the mastoid wound closed above and 
below with clips. James C. Braswe.L, M.D. 


NOSE AND SINUSES 


Rosenwasser, H.: Plasmocytoma of the 
Cavity. Laryngoscope, 1930, xl, 576. 


Nasal 


Rosenwasser reports a case of nasal plasmocytoma 
in detail. A review of the literature shows that al- 
though the tumor does not invade adjacent tissues 
and does not always involve the neighboring lymph 
glands, it generally recurs, even when extirpated sur- 
gically. In many of the cases reported in the litera- 
ture there were multiple tumors associated with 
chronic cachexia. James C, Braswe.t, M.D. 


MOUTH 
Dorrance, G. M.: Congenital Insufficiency of the 
Palate. Arch. Surg., 1930, xxi, 185. 


Congenital insufficiency of the palate is a condi- 
tion in which the velum, assisted by the superior 
constrictor muscle of the pharynx, fails to produce 
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the sphincter-like closure between the nasopharynx 
and the orthopharynx which is essential for the pro- 
duction of normal speech. Attention was first called 
to it by Roux in 1825. In America, it was first men- 
tioned by Mears of Philadelphia in 1893. 

Cases may be classified into the following six 
groups: 

1. Those in which the entire palate is normal in 
appearance, but the velum is unable to approximate 
the pharyngeal wall because of anteroposterior 
shortening of the hard palate and the velum. 

2. Those in which the hard palate is normal and 
the velum is shorter than normal. 

3. Those in which the velum is normal in length 
and the hard palate is short. 

4. Those in which the hard palate is normal in 
length and outline, but there is a submucous cleft of 
the velum. 

5. Those in which the velum is normal in appear- 
ance and length, but there is a submucous cleft ex- 
tending into the hard palate. 

6. Those of insufficiency of the palate after suc- 
cessful cleft palate operations, in which the velum is 
too short to reach the posterior pharyngeal wall. 

The cause of congenital insufficiency of the palate 
is unknown, but it is apparent that heredity plays 
an important rdle. 

Velopharyngeal closure is accomplished by the 
superior constrictor muscle of the pharynx which 
pulls the relaxed muscular tissue of the posterior 
wall of the nasopharynx upward and forward while 
the lateral walls approach the midline. The velum 
is brought upward and backward by the levator 
palati muscles. The tensor palati muscles make the 
palatine aponeurosis tense by pulling the velum for- 
ward and outward. 

The palatopharyngeus muscle has a portion known 
as the ‘“‘salpingopharyngeus”’ which, on contracting, 
increases the bulk and thickness of the pharyngeal 
wall, thus narrowing the lumen of the pharynx. The 
other portion, known as the “palatopharyngeus,” 
depresses the velum on contracting, thus acting as a 
direct antagonist to the levator palati muscles. The 
posterior pillars of the fauces are formed by the 
palatopharyngeus muscles, which have more to do 
with deglutition and vomiting than with speech. 

The more active contraction of the portion of the 
pharyngeal wall known as “Passavant’s cushion” 
in an attempt to bring about velopharyngeal closure 
leads to marked development of the pterygo- 
pharyngeus muscle. In like manner the superior 
constrictor muscle of the pharynx undergoes hy- 
pertrophy by continuous use. 

The blood supply of the palate is derived from the 
nasopalatine vessels, the posterior and accessory 
palatine vessels, and branches from the pharyngeal 
anastomosis. The nasopalatine arteries anastomose 
with the posterior palatine arteries. The descending 
palatine arteries supply the hard palate, the alveolar 
processes, and the gum tissues. The accessory pala- 
tine arteries supply the velum. The pharyngeal 
anastomosis is formed by the terminal branches of 


the lingual, facial, and ascending pharyngeal ar- 
teries. The bony palate is said to have an inde- 
pendent blood supply, being thus protected from 
necrosis following cleft palate operations. There is 
a fairly rich anastomosis between the arteries on the 
same side but not much with those of the opposite 
side. 

The nerve supply of most of the muscles of the 
walls of the pharynx is derived from the pharyngeal 
plexus which is formed by branches from the glosso- 
pharyngeal, spinal accessory, and pneumogiastric 
nerves. The tensor palati muscle is supplied by the 
mandibular branch of the trigeminus and the levator 
palati by the bulbar root of the spinal accessory 
nerve. . 

The final diagnosis of congenital shortening o/ the 
palate can be definitely established only after the 
child makes efforts to speak. Children with this 
condition are apt to be slow in learning to speak 
and speak indistinctly. Other conditions which 
must be ruled out when the diagnosis of congenital 
insufficiency of the palate is made are palsy o/ the 
palate, stomatolalia, and speech defects due to the 
loss of teeth or faulty use of the tongue. 

It was early recognized that perfect speech can 
be obtained only when the velum is brought in con- 
tact with the posterior walls of the pharynx. In 
order to accomplish this some surgeons have at- 
tempted to lengthen the palate, others to bring the 
wall of the pharynx forward, and others to use an 
artificial velum. 

In 1865, Passavant outlined three different opera- 
tions to secure the necessary approximation, only 
to condemn them all in 1878 when he devised a pro- 
cedure for the correction of velopharyngeal defi- 
ciency. In the latter he made a shelf-like projection 
on the posterior wall of the pharynx from a quadri- 
lateral flap which was raised and folded over on the 
raw surface. However, the shelf gradually dis- 
appeared and the procedure was soon abandoned. 

Among other operations proposed by various sur- 
geons was osteal uranoplasty which was first sug- 
gested by Dieffenbach in 1826 and is still in use by 
some surgeons in suitable cases of cleft palate. 

In 1889 Billroth advised dividing the hamular 
process in cleft palate operations for the purpose of 
releasing tension on the line of suture. In 1893, 
division of the tensor palati, palatoglossus, and 
palatopharyngeus muscles was suggested by Mears. 

The injection of paraffin into the retropharyngeal 
space to advance the posterior wall of the pharynx 
has been used, but is not to be recommended be- 
cause it is dangerous. 

A method described by Blair in 1911 consisted of 
an autoplastic operation in which use was made of 
sliding flaps from the buccal mucosa. Pickeril! in 
1912 suggested a method combining palatoplusty 
with prosthesis. In 1924, Rosenthal revived Schven- 
born’s velopharyngoplasty with a modified Langen- 
beck uranoplasty to be done at one sitting. |! his 
method was criticized by Ernst, and in 1925 an opera- 
tion known as the Ernst-Halle method was described. 
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In 1926 von Gaza advised the implantation of fat 
and fascia tissue into the retropharyngeal space to 
produce bulging of the pharyngeal wall. To de- 
crease the chance of infection he suggested entrance 
through the neck by way of the superior lateral tri- 
angle. Kirkham in 1927 shortened the constrictor 
muscle of the pharynx so as to permit it to contract 
more forcibly. He believed that velopharyngeal in- 
sulliciency was due more to the widened pharynx 
than to the shortened velum. 

Interlaminar osteotomy of the pterygoid process 
and pterygomaxillary osteotomy was suggested by 
Limberg in 1927. This was done to preserve the 
continuity of the posterior palatine vessels and 
nerves which Limberg claimed were divided by the 
Ernst-Halle operation. In 1928, Wardill developed 
a two-stage operation by which he combined narrow- 
ing of the pharyngeal canal with closure of the exist- 
ing cleft in the palate. 

In cleft palate cases the insertion of the levator 
palati muscle is placed so far forward that it cannot 
possibly pull the velum against the posterior pha- 
ryngeal wall as would the normally placed muscle. 
Moreover, when the elevated palatine mucoperios- 
teum is completely freed from its attachment to the 
bony palate the fan-shaped portion of the tendon of 
the tensor palati prevents backward displacement 
of the flap. Division of this fan-shaped portion with 
liberation of its attachment to the bony palate per- 
mits the palate to fall backward by its own weight so 
that it approximates the pharyngeal wall. 

With the importance of these two points in mind, 
the author has devised the following operation: 

An incision is made parallel with the alveolar mar- 
gin and as near it as possible to liberate a flap of 
palatine mucoperiosteum. The flap is then freed 
from the bony palate from before backward. Dis- 
section is carried down to the attachment of the 
palatine aponeurosis at the posterior edge of the 
bony palate, and the posterior palatine arteries are 
divided. This constitutes the first stage of the 
operation. In some cases it has been possible to 
complete the entire procedure in one stage, but as a 
rule, the two-stage operation is more satisfactory. 

When the operation is done in two stages the first 
stage is completed by replacing the flap in its original 
position and suturing its edges, and the second stage 
is carried out ten days later. In the second stage the 
flap is raised again and the attachment of the pal- 
atine aponeurosis to the bony palate is divided 
along with that portion of the tensor palati muscle 
which is inserted into this aponeurosis. The flap 
then falls backward against the posterior wall of 
the nasopharynx. The anterior edge of the flap is 
sutured to the hard palate and to the soft tissue on 
either side. It is further supported by placing an 
appliance on the teeth or passing a silver wire 
around each of the molar teeth. The denuded sur- 
face produced by the posterior displacement of the 
velum rapidly fills in with granulation tissue. 

The author reports the use of this method with 
success in three cases of congenital insufficiency of 
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the palate and in seven cases of shortened palate in 
which operation had previously been performed but 
velopharyngeal closure was insuflicient. 

Wituram G. Hama, M.D. 


PHARYNX 


Vialle, Le Cocq, and Ronchése: Mixed Chancre of 
the Tonsil (Le chancre mixte de l’amygdale). 
Arch. internat. de laryngol., 1930, XXXvi, 513. 


The authors define a mixed chancre of the tonsil 
as an ulcerative lesion in which the fusiform bacillus 
and the spirillum of Vincent’s angina are found as 
well as the spirochete of syphilis. With regard to 
the pathogenesis of such a lesion, it is theoretically 
conceivable that syphilitic infection can be engrafted 
on a previously existing tonsillar ulceration result- 
ing from Vincent’s angina. However, as the pain 
and discomfort of Vincent’s sore throat, the general 
malaise incident te it, and the repulsive odor it 
imparts to the breath all preclude the possibility of 
either normal or abnormal sexual relations, the 
origin of luetic contagion, the authors believe that 
Vincent’s infection becomes engrafted on a pre- 
existing luetic sore of the tonsil. 

In reporting two cases of mixed chancre of the 
tonsil, the authors emphasize the difficulty in the diag- 
nosis. The clinical picture is dominated by the 
phenomena of Vincent’s infection. Digital examina- 
tion for induration, a careful microscopic study, and 
repeated blood-Wassermann tests are indispensable 
diagnostic aids. The identification of the spiro- 
cheta pallida may be dificult because of the not- 
infrequent presence of the spirocheta dentium which 
closely resembles the spirochxta pallida morpho- 
logically. The spirocheta dentium, however, is 
shorter and slightly more motile, and contains fewer 
and closer spirals than the spirocheta pallida. 

ANTHONY R. CAmero, M.D. 


NECK 


Eilers: Blood Cysts in the Region of the Neck 
(Ueber Blutcysten der Halsgegend). Deutsche Ztschr. 
f. Chir., 1930, ccxxxili, 270. 

The classification of blood cysts into true and 
pseudo forms which is generally accepted today was 
suggested by Spannaus. True blood cysts are em- 
bryonal inhibition malformations; that is, substitu- 
tion formations in the fetal anlage of large veins or 
varix nodules with or without communication with 
the mother vessel. Psuedo blood cysts may originate 
from angiomata, lymphangiomata, branchial duct 
cysts, or lymph-gland malformations. Koch re- 
ported a case in which the subclavian vein on one 
side of the body was completely absent and its place 
was taken by three large blood sacs in wide communi- 
cation with each other. Hueter, Bajardi, Guenther, 
and Borrmann have made similar findings. In 
describing the end-results of dilatations of the veins, 
Rokitansy called attention to cylindrical and irregu- 
lar sac-like venous protrusions. He concluded that 
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the isolated venous nodes are a rare type of the 
latter. In discussing the development of pseudo 
blood cysts from branchial duct cysts, the author 
quotes Gluck, and with regard to their develop- 
ment from congenital lymph-gland malformations 
he refers to Bayer. 

In conclusion, Eilers reports a case of his own. 
The patient was a boy aged seven years who com- 
plained for weeks of weakness, twinges, and a 
peculiar numbness in the right arm. The mother 
soon noticed a mass the size of a cherry, which grew 
to the size of a hen’s egg. Exploratory puncture, 
which evacuated from 50 to 70 c.cm. of a bluish- 
black, not-thickened blood, was followed by almost 
complete collapse of the protrusion, but after a few 
days the mass re-appeared. Total extirpation of the 
cyst was then done under anesthesia induced with 
percain. On histological examination, the structure 
was found to be a pseudo blood cyst originating 
from a deep cavernous angioma. The pressure of 
the straps of the child’s school bag was believed to 
have been the exciting cause. PLENz (Z). 


Brown, A.: The Influence of Hyperthyroidism upon 
the Secretion of Free Hydrochloric Acid. Ann. 
Surg., 1930, Xcii, 321. 

Of twenty cases of hyperthyroidism in which the 
author studied the gastric acidity he found achlor- 
hydria in eleven, hypochlorhydria in five, and nor- 
mal acidity in four. Of twelve patients with ex- 


ophthalmos, seven had achlorhydria; one, hypo- 
chlorhydria; and four, a normal acidity. Of eight 
patients without exophthalmos, four had achlorhy- 


dria and four had hypochlorhydria. Of fifteen 
patients without fibrillation, eight had achlorhydria; 
four, hypochlorhydria; and three, a normal acidity. 
Of two with temporary fibrillation, both had achlor- 
hydria. Of three with fixed fibrillation, one had 
achlorhdria, one had hypochlorhydria, and one had 
a normal acidity. The author draws the following 
conclusions: 

1. The symptoms of hyperthyroidism can be in- 
terpreted in terms of an increased sympathetic drive 
due to the action of the altered thyroid hormone 
causing over-sensitization of the thoracicolumbar 
sympathetic system which overrides the normal 
antagonistic moderator action of the parasym- 
pathetic. 

2. Depending upon which portion of the sym- 
pathetic system becomes most highly sensitized, 
there will be a relative preponderance of ocular, 
cardiac, or gastric symptoms. 

3. The stimulation of the gastric sympathetic 
acts inhibitorily on acid secretion and results in a 
diminution or lack of free hydrochloric acid. 

F. S. Mopern, M.D. 


Clute, H. M.: Operative Mortality in Hyperthy- 
roidism. J. Am. M. Ass., 1930, xcv, 389. 
The author discusses the fatalities in 2,769 cases 
of hyperthyroidism treated surgically at the Lahey 
Clinic, Boston, during the five-year period from 


1925 to 1929. In the 2,128 cases of primary hyper- 
thyroidism (exophthalmic goiter) there were 14 
deaths, a mortality of 0.65 per cent, and in the 641 
cases of toxic adenomatous goiter there were 1:2 
deaths, a mortality of 1.87 per cent. 

Nineteen of the 26 deaths were due to postop- 
erative intensification of the thyroid intoxication: 3 
to emboli; 2 to mediastinitis; 1 to pneumonia late 
in convalescence; and 1 to typhoid. The author le- 
lieves that 12 of the deaths were unavoidable, but 
that 14 might have been due to an error in judgment. 

The latter are of special interest. All were the 
result of postoperative intensification of the thyroid 
intoxication. In 8 cases the postoperative increase 
in the intoxication was complicated by pneumonia. 

Previous to 1925, hyperthyroidism was treated 
at the Lahey Clinic by multiple-stage procedures. 
In 1925, these were superseded by pre-operative 
preparation with iodine followed by operation per- 
formed in 1 stage. As the mortality increased after 
this change, a return was then made to a judicious 
use of the multiple stage operation whether pre- 
operative iodine medication was used or not. ‘Ihe 
mortality was then reduced to the minimum. 

In conclusion, the author states that the unex- 
pected deaths are those of patients of forty years or 
over, those who weigh only about too lb. or have 
had a large loss of weight, and those who have 
suffered from well-marked hyperthyroidism for 
more than a year. He recommends that in the cases 
of such patients the thyroidectomy be performed in 
stages. Joun H. Wootsey, M.1). 


Roeder, C. A., and Killins, W. A.: A Third Type of 
Toxic Thyroidism. Northwest Med., 1930, xxix, 
395- 

The authors first discuss the structure and func- 
tion of the normal and goitrous thyroid gland. In 
the normal thyroid, four types of parenchyma are to 
be distinguished. These are characterized respec- 
tively by: (1) interfollicular or embryonic cells. 
fetal follicles, (3) mature follicles, and (4) colloid 
follicles. 

The interfollicular or embryonic cells and the 
fetal follicles which are formed from them decreise, 
whereas the mature follicles, which are probail\ 
formed from the fetal follicles, increase, as the 
organism grows older. The colloid follicles are rest- 
ing or inactive units having the same life history as 
the mature follicles. 

The structure of the hyperfunctioning thyroid 
and toxic goiter shows two types of parenchymatous 
changes: (1) parenchymatous hyperplasia and 
parenchymatous hypertrophy. The hyperplasia is 
characterized by an increase in the number of inter- 
follicular or embryonic cells which produce no secre- 
tion, the intrafollicular secretory cells, and the en- 
capsulated and non-encapsulated fetal follicles. ‘| he 
hypertrophy is characterized by an increase in the 
size of the cells and follicles. 

The authors report a group of cases of progressive 
exophthalmos with a normal or subnormal basal 
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metabolic rate, susceptibility to desiccated thyroid, 

no response to the administration of iodine, and no 

reaction to partial or complete thyroidectomy. 
Joun H. Wootsey, M.D. 


Feci, L., and Pietrantoni, L.: Roentgen Findings in 
Laryngeal Tuberculosis (Di alcuni reperti radio- 
grafici nella tuberculosi laringea). Radiol. med., 
1930, Xvii, 987. 

The authors made roentgenograms of the larynx 
of normal persons, persons with chronic pulmonary, 
glandular, or osseous tuberculosis without laryngeal 
lesions, and persons with old and recent laryngeal 
tuberculosis. Direct roentgen examination of the 
larynx with a laterolateral projection such as that 
used in the examination of the cervical spinal column 
gives a very good picture of the larynx and trachea. 

In patients with non-laryngeal tuberculosis the 
roentgenograms showed premature ossification at 
the sites of normal ossification or zones of dissem- 
inated calcification, particularly in the posterior 
part of the larynx. In some cases the latter looked 
like residues of preceding laryngeal tuberculosis 
which had been slight and had not caused clinical 
symptoms. In the cases of laryngeal tuberculosis 
the roentgenograms showed the chief phases of 
tuberculous chondritis and perichondritis. In the 


HEAD AND NECK 9 


acute phase with rapid destruction of cartilage and 
disappearance of the stroma, rarefaction of the cells, 
and suppuration of the cartilage itself, the roentgen 
findings were characterized by irregular zones of 
rarefaction of an amorphous granular appearance 
and indistinctness of the edges and structure of the 
cartilage. In some cases there was thickening in 
various sites, particularly in the posterior part of the 
larynx. In primary and beginning chondritis and 
perichondritis the roentgen findings were not suffi- 
ciently characteristic for a diagnosis. In chronic 
laryngeal tuberculosis roentgen examination showed 
the intensity of the calcification and ossification of 
the laryngeal cartilages which was manifested by 
disseminated opacities in which the normal trabec- 
ular structure usually could not be distinguished. 
These pictures were sometimes superimposed on 
those of a condensing osteitis. The histological 
pictures varied from normal centers of ossification 
to centers undergoing diffuse necrosis and centers 
showing zones of superficial or deep calcification 
alternating with areas of cartilage that were almost 
normal or undergoing suppuration. 

Roentgen examination of the larynx and trachea 
in laryngeal tuberculosis permits a more exact 
diagnosis than laryngoscopic examination alone. 

AupDREY G. MorGan, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Pancoast, H. K., and Fay, T.: Encephalography as 
the Roentgenologist Should Understand It: An 
Attempt to Standardize the Procedure. Radiol- 
O8¥, 1930, XV, 173. 

Encephalography has become established as a 
valuable and reliable roentgenological procedure for 
more exact diagnosis and localization in cases pre- 
senting more or less obscure symptoms of organic 
cerebral disease. It permits the detection of many 
cortical lesions that could not be diagnosed without 
it. By a proper technique, a clear visualization of the 
cerebral surfaces surrounded by cerebrospinal fluid 
may be obtained. The outline of the fluid spaces 
filled with air is such that one familiar with the 
normal anatomy of the structures can determine the 
presence of even a slight disturbance of relationships. 
By comparing abnormal appearances of the fluid 
spaces in the roentgenogram with pathological speci- 
mens showing similar gross defects or with operative 
findings it has now become possible to diagnose 
correctly the majority of cases of obscure cerebral 
symptoms from a study of the roentgenogram after 
due consideration of the history and neurological 
signs. 

Accurate roentgenological diagnosis requires a 
thorough knowledge of the anatomy of the part 
examined, an understanding of the pathological 
changes in conditions amenable to diagnosis, famili- 
arity with normal roentgenographic appearances, 
and experience in the interpretation of roentgeno- 
grams. Accurate encephalography requires, in addi- 
tion, a uniform and exact roentgenological technique 
to produce roentgenograms which can be interpreted 
and a technique of air injection carried out with 
proper regard to changes in intracranial pressure and 
proper manipulation of the patient during the pro- 
cedure. Standardization is essential for comparison 
of the findings in one group of cases with those in 
another and of the findings of different examinations 
in the same case. 

The roentgenological technique and the method of 
air injection used by the authors are described in 
detail. Neuro-anatomical relationships with regard 
to the pathways for cerebrospinal fluid circulation 
are reviewed and the significance of the roentgeno- 
logical changes noted when cerebrospinal fluid is 
replaced by air is discussed. Changes from the nor- 
mal occurring in the presence of obstructive lesions 
along the course of the fluid pathways are described 
and shown in illustrations. 

Before an encephalographic study is attempted 
the case should be carefully studied neurologically to 
determine, if possible, whether the method is indi- 
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cated or contra-indicated. When a tumor mass is 
present in the posterior fossa or there is obstruction 
to the outlet of fluid from the ventricles such as is 
present in internal hydrocephalus, cerebrospinal |luid 
cannot be properly drained from the cranial cavity 
or air introduced into it. Under such circumstances 
encephalography is unsatisfactory and contra-indi- 
cated. Moreover, it is dangerous as the intracr:nial 
pressure is usually increased and the withdrawal of 
spinal fluid may allow the brain to expand in the 
direction of the release of pressure so as to force the 
cerebellar hemispheres into the foramen magnum, 
producing a hernia with pressure on the medulla and 
respiratory failure. This danger has led to the acdop- 
tion of an arbitrary level of pressure above which 
encephalography is regarded as unsafe. Encepha- 
lography is contra-indicated when the spinal |luid 
pressure is above 20 mm. Hg with the patient in the 
horizontal position and resting quietly. In properly 
selected cases the danger associated with the method 
is slight. In the authors’ series of 117 cases there 
was only 1 death and this occurred three days after 
the procedure. In 1,529 cases collected by the 
authors from the literature the mortality was 1.2 per 
cent and it was evident that in some of the fatal 
cases contra-indications existed or the condition of 
the patient did not warrant the procedure. 

In cases of traumatic injuries, including birth 
injuries, encephalography has demonstrated unsus- 
pected gross lesions. In cases of idiopathic and 
symptomatic epilepsy it has revealed gross atrophy 
in nearly every instance in which the symptoms had 
been present for a year. In cases of mental deterio- 
ration, dyskinesia, chronic headache, vertigo, and 
traumatic neurosis it has disclosed definite evidences 
of gross cerebral deformity. In cases of cerebral 
tumors it has made localization more exact and has 
determined a better selection of the operative pro- 
cedure in the individual case. In the latter group its 
risk is undoubtedly higher than in any other group, 
but is less than that of ventriculography and no 
greater than that of lumbar puncture with with- 
drawal of fluid for diagnostic purposes. 

ApoLpH HARTUNG, 1.1). 


Crothers, B., Vogt, E. C., and Eley, R. C.: Enceph- 
alography in Cases with Fixed Lesions of the 
Brain. Am. J. Dis. Child., 1930, xl, 227. 


The authors limit their discussion to the cases of 
children with an anatomical defect or physiological 
perversion of the brain due to injury or infection ol 
the nervous system. ; 

They claim that conventional methods of exami- 
nation and hospital observation fail to reveal or rule 
out structural changes which may be present in such 
cases. 


Io 
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While they admit that the injection of air by the 
lumbar route is a formidable procedure, they believe 
it is justified when a definite diagnosis is impossible 
without it. According to their experience, it is not 
likely to aggravate the lesion. As a rule, however, 
there is a moderately severe reaction to it, and in one 
of their cases death resulted nineteen days after the 
injection. Increased intracranial pressure is a contra- 
indication. 

The authors have found that encephalograms 
properly taken and interpreted give definite informa- 
tion of positive value in at least one-half of properly 
selected cases. In the rest, they establish negative 
facts of importance. 

They believe that encephalography should be used 
before final judgment is passed on the future of 
children severely handicapped by fixed cerebral le- 
sions unless less severe methods are adequate. How- 
ever, they are unwilling to base the diagnosis and 
prognosis on encephalograms alone. 

Leo M. Daviworr, M.D. 


Coleman, C. C.: Brain Abscess: A Review of 
Twenty-Eight Cases with Comment on the 
Ophthalmological Observations. J. Am. M. Ass., 
1930, xcv, 508. 

Abscess of the brain results from septic encepha- 
litis and is not operable until encapsulation occurs. 
Success in the treatment depends on the removal of 
the localized infection without the production of ex- 
tensive encephalitis. 

The diagnosis is rarely made in the early stages, 
but after encapsulation has occurred the nature of 
the condition is suggested by evidence of a localized 
intracranial disturbance following an infection of 
the mastoid or paranasal sinuses. The diffuse en- 
cephalitis is frequently obscured at first by the ante- 
cedent infection, but persistence of signs of intra- 
cranial involvement after operation on the sinus or 
mastoid should arouse suspicion of its presence. In 
cases without a definite history of sinus infection or 
with bilateral involvement, ventriculography may 
be necessary for diagnosis and localization of the 
abscess. 

Choked disk has been found to occur with about 
equal frequency in brain abscess and brain tumor. 
Nerve-head changes were noted before operation in 
sixteen of the twenty-eight cases of cerebral and 
cerebellar abscess reviewed by the author. This 
finding indicates only an increase of intracranial 
pressure, but may be valuable confirmatory evi- 
dence when a slow pulse, dullness, and other signs of 
pressure are present. 

Lillie states that progressive choking of the disk 
is an indication of the presence of active encephalitis, 
and that the favorable time for operation is when 
the swelling has become stationary. However, there 
is danger of rupture of the abscess when intracranial 
pressure becomes so high as to produce choked 
disk. There appears to be no relation between the 


_* the abscess and the degree of choking of the 
isk. 
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In the cases reviewed, palsy of the ocular muscles 
was of little aid in the diagnosis except in the case of 
a comatose patient with a fixed dilated pupil. 

The technique of operative treatment varies 
considerably with different surgeons. The methods 
used include the formation of an osteoplastic flap, 
single or repeated tappings, and excision of the over- 
lying cortex to allow extrusion of the abscess wall. 
In cases of small, deep, thickly encapsulated ab- 
scesses even tapping with a ventricular needle is 
difficult, and when there is a high intracranial pres- 
sure a subtemporal decompression may be necessary 
to prevent a fatal outcome from the rise in pressure. 
In all of the cases reviewed drainage with the eye 
end of a soft rubber catheter was attempted. In 
some instances more than one attempt was necessary 
before the catheter could be inserted. The author 
believes that the results of this method were better 
than could have been obtained by any other pro- 
cedure. E. S. Piatt, M.D. 


Stammers, F. A. R.: A Study of Tumors and In- 
flammations of the Gasserian Ganglion. Brit. 
J. Surg., 1930, xviii, 125. 

Seven cases of tumor and two of inflammatory 
lesions of the gasserian ganglion are presented with 
a review of the literature and a description of the 
development and anatomy of the ganglion. 

The author places emphasis on the sequence of 
symptoms which makes the diagnosis of these lesions 
possible. The first symptom resulting from tumor 
involvement of the gasserian ganglion is pain in the 
fifth nerve area which is progressive in severity 
and persistence. It affects more than one division. 
Arising either simultaneously with the original onset 
of pain or very shortly afterward is a subjective 
alteration in sensation over the same area in the 
form of numbness or paresthesia. At about the 
same time paresis of the masticatory muscles may 
develop. The subsequent symptoms depend upon 
the direction of spread of the tumor. 

Section of the posterior root with removal of as 
much of the tumor as possible offers the best chance 
of relief. Ropert ZOLLINGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Beck, C. S.: Chordotomy for Intractable Pelvic 
Pain. Ann. Surg., 1930, xcii, 335. 


Chordotomy (section of the anterolateral tract of 
the spinal cord) is recommended for the relief of any 
form of intractable pain in the abdomen, pelvis, or 
legs. 

The operation is not difficult. The level for the 


laminectomy varies with the case. As the fibers 
entering the cord ascend several segments before 
they cross to the contralateral side, the operation 
must be performed several segments above the 
segment level of the pain. The highest level at which 
section of the anterolateral column can be made 
without involving the phrenic nerve is the level of 
the sixth cervical segment. 
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Two or three spinous processes are removed to- 
gether with their laminew, the dura is opened 
throughout the length of the incision, and the 
arachnoid is opened along the midline posteriorly. 
Retraction of the arachnoid exposes the dentate 
ligament and the posterior roots. The dentate liga- 
ment is grasped in a small clamp. Gentle traction 
upon the dentate ligament rotates the cord and 
exposes the anterolateral column. It is this column 
that carries contralateral pain and temperature 
fibers. These fibers lie in the area between the 
dentate ligament and the line marking the emer- 
gence of the anterior roots from the cord, and ex- 
tend to a depth of 314 mm. The knife is inserted 
into the cord at the dentate ligament to the mark 
on the blade (314 mm. from the point) and carried 
forward to emerge at the exit of an anterior root. 

Following division of the anterolateral tracts, 
there should be complete loss of pain and temper- 
ature sense on the opposite side, depending upon 
the level and depth of the section. The motor func- 
tion and tactile, vibratory, and postural perceptions 
are not impaired. The reflexes are preserved. No 
urinary difficulties occur after unilateral section. 

The operation is best carried out under local 
anxsthesia. The section can be repeated to obtain 
the desired height. Of nineteen cases reported by 
Peet, complete relief was obtained in sixteen, partial 
relief in two, and complete but apparently only 
temporary relief in one. 

The author reports one case in which chordotomy 
was done and reviews the history of the operation. 

Davip J. Impasrato, M.D. 


Delherm, L., and Morel-Kahn, M.: The Treatment 
of Syringomyelia by Roentgen Therapy. Am. J. 
Surg., 1930, 1X, 302. 

The authors state that the beneficial effect of 
irradiation in syringomyelia has been recognized for 
a long time and that if the pathogenesis of syrin- 
gomyelia were known the technique of irradiation 
treatment would doubtless be improved and its 
results would be better. It is generally believed that 
the disease is due to the development of an intra- 
medullary gliomatous tumor. The authors attribute 
the beneficial effect of irradiation to greater radio- 
sensitivity of the young, rapidly growing cells of the 
tumor as compared with the surrounding normal 
nerve tissue. 

Of 159 cases treated with the X-rays which have 
been reported in the literature, 124 (79 per cent) 
showed improvement and in a few the improvement 
was so great that the term “‘cure” seemed justified. 
In 33 (21 per cent) the condition was either not 
alleviated or was aggravated. Of 15 cases treated by 
the authors, the condition was improved in 9 (60 per 
cent), remained unchanged in 1 (7 per cent), and 
was aggravated in 5 (33 per cent). In practically all 
of the cases in which improvement was obtained the 
symptoms had been present for only a relatively 
short period of time. When the period between the 
onset of the condition and the beginning of treat- 


ment has been longer than ten years there is little 
prospect of a successful result. However, irradiation 
should be given even in such cases, as it offers the 
only hope of benefit. 

With regard to the technique of the irradiation, 
the authors emphasize that the treatments must be 
given over a long period of time (regression must not 
be mistaken for improvement), and that an area 
much larger than that in which involvement js 
revealed by the clinical examination must be treated, 

Cuartes H. Heacock, M.!) 


Fraser, J.: A Cystic Dermoid Tumor of the Spinal 
Cord. Surg., Gynec. & Obst., 1930, li, 162. 

In a review of the literature the author was able to 
find only thirteen cases of cystic dermoid tumor of 
the spinal cord. He reports such a tumor occurring 
in a male twenty-two years of age. The signs and 
symptoms led to the provisional pre-operative diag- 
nosis of posterior or posterolateral extramedullary 
meningeal tumor at about the level of the sevent}i or 
eighth thoracic segment. 

At operation, a silver-gray glistening tumor 4.; 
cm. long and 0.7 cm. wide was found with its central 
long axis corresponding to the posterior median fissure 
of the cord. The cyst was easily enucleated. 

Apparently it had existed for twenty-one years 
without causing symptoms. Disparity between the 
rate of growth of the cyst and body tissues probally 
explains why the cyst began to exert sufficient pres- 
sure on the posterior columns of the cord to produce 
symptoms. RoBERT ZOLLINGER, M.1). 


Kortzeborn, A.: Chronic Adhesive Spinal Lepto- 
meningitis as a Condition for Operative Treat- 
ment (Die Leptomeningitis adhaesiva chro 
spinalis als Gegenstand operativer Behandlun 
Zentralbl. f. Chir., 1930, p. 986. 


The pathologico-anatomical picture of chronic 
adhesive spinal leptomeningitis shows morhid 
changes in the arachnoid and pia in the form of 
cellular infiltration with subsequent connective 
tissue transformation and thickening. Fresh cases 
often show visible oedema with adhesions between 
the close meshes of the arachnoid on the one sie 
and between the arachnoid and the pia or spinal 
cord on the other, in part localized, in part spread 
diffusely over large areas of the spinal cord, par- 
ticularly in the dorsal and lumbar segments. \t 
some places, the changes consist chiefly of local 
cystic collections of spinal fluid. 

In the cases operated upon by Kortzeborn, thicre 
was complete or partial obliteration of the sub- 
arachnoidal space with obstruction of the flow of 
spinal fluid varying in degree, but without actual 
sacculation of the fluid in the sense of cyst formativn. 
The dura is for the most part entirely normal on ‘ts 
inner surface or shows, at the most, very fine ad- 
hesions to the arachnoid. There is therefore cer- 
tainly a chronic, isolated adhesive disease of the soft 
spinal meninges, whereas in pachymeningitis the 
soft membranes are always uninvolved. 
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(he author reports three cases in detail. The 
svndrome of spinal cord injury (spastic paresis, 
sometimes with vesical and rectal disturbances, and 
disturbances of sensation) varied in severity. In 
the first case the condition followed trauma with 
hemorrhage into the dural sac, and in the second 
case it probably developed on the basis of a meta- 
static infection. In the third case the cause could 
not be determined. 

\Myelography is of particular value in this con- 
dition. The purpose of operation is to separate the 
adherent surfaces completely and with as little 
injury as possible. In very extensive processes it 
may be necessary to limit the intervention to the 
removal of the adhesions in the field which the 
urological findings and the myelogram show to be 
most affected. The prognosis for permanent cure 
must be guarded as it depends on whether all of the 
adhesions are removed, how far the secondary spinal 
cord injury is capable of retrogression, and whether 
or not fresh adhesions will form. WAaNKE (Z). 


MISCELLANEOUS 


Iason, A. H., Lederer, M., and Steiner, M.: Changes 
in the Spinal Fluid Following Injection for 
Spinal Anesthesia. Surg., Gynec. & Obst., 1930, 
li, 76. 

Although spinal anesthesia produces much less 
toxic effects than general anesthesia, it has certain 
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immediate and remote sequela which have not yet 
been satisfactorily explained. 

The authors report an investigation undertaken to 
study the relation of changes in the spinal fluid to 
the sequel of spinal anesthesia. The spinal fluid 
was obtained before and twelve hours after the intro- 
duction of the anesthetic into the spinal canal. Cell 
counts, including differentials, and chemical tests, 
including those for albumin, globulin, and sugar, 
were made, the colloidal gold reaction was studied, 
and the sugar determined quantitatively. In addi- 
tion, neurological tests were made. Thirty-one cases 
were thus investigated. 

In 14 cases no red blood cells were found in the 
spinal fluid. Of these, 11 showed a definite increase 
in the number of white blood cells, the counts ranging 
up to 800 cells per cubic millimeter. In 20 cases 
there was increase in the spinal fluid sugar averag- 
ing 37.3 per cent. There was no change in the 
albumin or globulin or the colloidal gold curve. 
Thirteen patients developed mild postaniwsthesia 
sequel, but there was no correlation between these 
sequel and the changes in the spinal fluid. 

The authors conclude that the technique of spinal 
anesthesia causes a mild meningeal reaction in some 
cases, but does not produce serious organic changes 
manifested by alterations in the composition and 
constituents of the spinal fluid. They do not explain 
the cytological changes or the sugar. 

ALBERT S. CrAwrorp, M.D. 
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CHEST WALL AND BREAST 


Warren, S. L.: A Roentgenological Study of the 
Breast. Am. J. Roentgenol., 1930, xxiv, 113. 


Following Cutler’s description of the study of 
pathological changes in the breast by transillumina- 
tion, it occurred to Warren that the same changes of 
density might be recorded on a roentgenogram with 
the additional advantages of a stereoscopic technique 
and a permanent record. In this article Warren de- 
scribes the technique employed in 119 cases over a 
period of three years. Stereoscopic roentgenograms 
of both breasts were made in every case. 

As the anatomical structures vary in density, the 
nipple, areola, ducts, septi, lobules, and fat can 
be identified. Abnormalities in the roentgenograms 
correspond very closely to the gross pathological 
changes; Warren was able to recognize breast ab- 
scesses, chronic mastitis, and benign and malignant 
tumors from their roentgen appearance. The great- 
est difficulty encountered was in differentiating be- 
tween certain cases of chronic mastitis with dense 
infiltrating, inflammatory areas and early scirrhous 
carcinoma. The value of the method is attested by 
the fact that only 8 errors were made in 86 cases, of 
which 43 were definitely proved by operation or 
autopsy. Several of these errors were made early in 
the work. 

Thirty-three cases were studied following treat- 
ment with radium and the roentgen rays. Immedi- 
ately after the treatment or during the reaction, the 
deeper tissues showed a diffuse haziness due to con- 
gestion and oedema. Later, in the favorable cases, 
only the connective tissue framework of the tumor 
could be visualized. Cuartes H. Heacock, M.D. 


Brancati, R.: Fat Necrosis of the Breast (La necrosi 
grassosa dellamammella). Arch. ital. di chir., 1930, 
XXxvi, 585. 

The author briefly reviews the literature on fat 
necrosis of the breast and reports three cases. Fatty 
tumors constitute 7 per cent of benign tumors of the 
breast. Necrosis of a fatty tumor may be caused by 
trauma, a circulatory disturbance, bacterial infec- 
tion, chemical action, the action of a blood-borne 
lipase, or a metabolic disturbance associated with 
obesity. It is most common in obese women be- 
tween the ages of twenty and fifty years. 

The author describes the pathological anatomy in 
detail. The condition may occur in any part of the 
breast, but appears most often in the premammary 
fat following a direct injury, hypodermoclysis, ex- 
posure to excessive heat or cold, or X-ray treatment. 
The tumor may or may not be adherent to the sur- 
rounding tissues. Pain and constitutional symptoms 
are absent. 


The diagnosis is difficult because of the great sim- 
ilarity of the lesion to carcinoma. Conditions to be 
differentiated include tuberculosis, lipoma, adenoma, 
chronic interstitial mastitis, cystic mastitis, and 
gumma. Microscopic examination is usually neces- 
sary. The prognosis is good. In most of the cases 
reported a radical operation was done because an 
erroneous clinical diagnosis was made. When the 
diagnosis is certain, the tumor may be allowed to 
regress spontaneously or may be excised locally 

In two of the author’s three cases, radical surgery 
was done because of an erroneous diagnosis of carci- 
noma. In one, a correct diagnosis was made and a 
cure obtained by local excision. 

A. Louts Rost, M.1). 


TRACHEA, LUNGS, AND PLEURA 


Debenedetti, E.: The Pleuropulmonary Complica- 
tions of Abdominal Diseases. Postoperative 
Pulmonary Complications (Le complicazioni 
pleuropolmonari delle malattie addominali. Le 
complicazioni polmonari post-operative). .1ic/. 
ital. di chir., 1930, XXvi, 541. 

The author discusses the pulmonary complica- 
tions of abdominal disease other than frank suppura- 
tions. He refers especially to diseases of the struc- 
tures of the upper part of the abdomen. The func- 
tional complications include cough and dyspnica, 
and the anatomical complications, pulmonary con- 
gestion, bronchitis, pleurisy, atelectasis, and massive 
collapse of the lung. Several cases are reported. 

A study of the pathogenesis of these complica- 
tions requires a consideration of the anatomical 
connection between the abdominal and _ thoracic 
organs by way of the blood, lymph, and nervous sys- 
tems, especially the vegetative nervous system. 

Complications of an infectious nature are well 
explained on the basis of extension through the 
blood and lymph streams. It is noted that such 
complications occur more frequently after opera- 
tions on the peripheral structures of the body which 
drain through the systemic venous system directly 
to the lungs than after operations on parts of the 
abdomen which drain through the portal system. 
However, lung infection may be favored also by 
reflex impairment of pulmonary mobility, circula- 
tion, and elastic tone. } 

Non-infectious complications are the result oi 
changes within the lung caused by reflexes through 
the vegetative nervous system. The author dis- 
cusses the close connection of the upper abdominal 
organs and the lungs through this system. [he 
mechanism of the development of non-infectious 
pulmonary complications from abdominal condi- 
tions lies principally in disturbances of vasomotor 





SURGERY OF 


and bronchomotor tone. The degree of change is 
directly proportional to the intensity of the afferent 
stimulus. Certain pulmonary complications may be 
produced experimentally by the production of 
visceral reflexes. 

Postoperative complications in the lung may be 
the result of stimulation of the splanchnics by the 
trauma of operation. The rich distribution of the 
nerves in the upper abdomen accounts for the greater 
incidence of complications following operations in 
this region than in other regions. Although the 
anesthetic may play a réle, the principal problem 
for the future is the reduction of surgical trauma. 

A. Louis Rost, M.D. 


Razemon, P.: The Experimental Production of 
Pneumonia and Lung Abscess by Intravenous 
Inoculations After Phrenicectomy (Production 
expérimentale de pneumonies et d’abcés du poumon 
par inoculations intra-veineuses aprés phrénicec- 
tomie). Arch. méd.-chir. de Vappar. res pir., 1930, V, 

It is generally believed that postoperative pul- 
monary infection comes from the operative field and 
is favored by temporary reduction of the pulmonary 
excursion. To determine the influence of paralysis 
of the diaphragm, Razemon performed experiments 
on rabbits and guinea pigs in which, after the in- 
travenous injection of colon bacilli, he sectioned one 
phrenic nerve. Immediately after section of the 
phrenic nerve the involved half of the diaphragm 
rises and then rapidly becomes lower than the other 
half. Rabbits and guinea pigs were chosen for the 
experiments because their respiration is exclusively 
abdominal, and the colon bacillus was chosen for the 
intravenous injections because by means of this 
bacillus pulmonary lesions are most easily provoked. 

When a sufficient dose of organisms was injected, 
hepatization or miliary abscesses constantly ap- 
peared in the lung on the side on which the phreni- 
cectomy had been done. When the dose was exces- 
sive the animals died of septicaemia, and when it was 
inadequate, no lesions were observed. The lesions 
were analogous to those observed in postoperative 
infections in man, allowance being made for the 
differences in the type of exudation which is peculiar 
to rabbits and guinea pigs. 

The absence of lesions in the control animals 
showed that phrenicectomy alone is insufficient to 
produce pulmonary infection. 

lhe paralysis of the diaphragm probably reduces 
the resistance of the lung and favors lodging of the 
organisms by slowing the pulmonary circulation. In 
man, accidents have been observed after phreni- 
cectomy for bronchiectasis, tuberculosis, and lung 
abscess (Sergent, Guilleminet and Lowenthal). 
However, the retention of secretions is a factor. 
Accidents never follow when the diaphragm be- 
comes elevated after the operation. 

lhe experimental findings cited favor the theory 
that postoperative pulmonary complications are due 
in considerable part to the relative immobilization 
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of the diaphragm which follows laparotomies, par- 
ticularly those on the upper abdomen. It has been 
shown that for a time the vital capacity may be 
reduced 30 per cent (Churchill and MacNeil). 
ALBERT F. De Groat, M.D. 


Grellety-Bosviel, P.: The Value of Measuring the 
Venous Pressure in the Course of Artificial 
Pneumothorax (De l’utilité de la mesure de la 
pression veineuse au cours du pneumothorax 
artificiel). Presse méd., Par., 1930, XXXviii, 1105. 

In most patients treated by pneumothorax the 
heart supports unilateral or even bilateral pulmonary 
collapse remarkably well, and the venous and arterial 
pressures remain unchanged. ‘Today, pneumo- 
thorax is not maintained in positive pressures, and 
massive injections of from 700 to 1,200 c.cm. are no 
longer used. With the technique now employed 
cardiac disturbances have become more infrequent 
than in the past. Measurement of the venous pres- 
sure rather than the arterial pressure, especially 
in cases of pneumothorax on the right side, allows 
the discovery of an unsuspected cardiac compression 
which may be easily avoided by spacing and reducing 
the insufflations. 

In pneumothorax with rigid walls, with adhcsions 
restricting the heart, or complicated by pleurisy, 
and in partial pneumothorax with fusion, an increase 
of the venous pressure will indicate, according to its 
constancy, a temporary mechanical disturbance 
which will disappear when the pneumothorax is 
relaxed or thoracentesis is performed, or a lasting 
mechanical disturbance due to the presence of pleu- 
rocardiac fusion or a certain degree of myocarditis. 
In the course of pulmonary perforations, the venous 
pressure gives exact information regarding the con- 
dition of the heart. 

In a subject treated by pneumothorax, the arterial 
pressure measured by the Vaquez-Laubry and the 
Pachon methods to find the degree of the oscillo- 
metric index gives interesting information regarding 
the tonus of the heart and vessels and hence regard- 
ing the general condition, but it is the venous pres- 
sure which furnishes the most exact data with regard 
to the manner in which the heart supports the 
pulmonary collapse. 

In the author’s studies, the determinations of 
venous pressure were made an hour before and an 
hour after the insufflation. The insufflation never 
exceeded 400 c.cm. In most cases there was no, or 
only slight, acceleration of the pulse and respiration. 
Of 210 subjects with unilateral pneumothorax which 
had been maintained for from several months to 
several years, 85 per cent had no change in the 
venous pressure and only 15 per cent a temporary or 
permanent elevation of this pressure. Except in 
aged subjects with sclerous lesions, an increase in 
the venous pressure in pneumothorax is due, not to 
disturbance of the penetration of the blood in the 
collapsed lung, but to compression of the cardiac 
cavities and their vessels (vene cave, pulmonary 
artery) by excess insufflated air, pleurisy, or pleuro- 
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pulmonary sclerosis with attraction of the medi- 
astinum. 

In the majority of a large number of patients 
treated by Sergent, there was no increase in the 
venous pressure when the terminal intrapleural 
pressure was negative. However, in 10 of 12 cases 
in which insufflation was followed by dyspnoea, 
flashes of heat, or palpitation, the venous pressure 
was raised from 15 to 18 cm. although the pleural 
pressure was negative. When the amount of air 
insufflated was decreased the venous pressure be- 
came normal. 

In cases of even very marked dextrocardia and 
sinistrocardia the venous pressure was _ usually 
normal. Deviation of the mediastinum toward the 
diseased side is found in pneumothorax with ad- 
hesions. In such cases, measurement of the venous 
pressure will disclose the presence of cardiovascular 
disturbances before they are manifested by clinical 
signs. 

In 2 cases in which the pneumothorax was partial 
and the venous pressure elevated, the venous pres- 
sure became normal after the insufflations were 
stopped. In 3 cases in which relaxation of the pneu- 
mothorax did not change the venous pressure, the 
prognosis was unfavorable because of the probable 
existence of a certain degree of mediastinitis or 
myocarditis. 

In the cases of 2 tuberculous women in whom 
bilateral pneumothorax was induced by the injec- 
tion of 150 c.cm. of air on each side in the first 
days of the puerperium, the venous and arterial 
pressures determined before and after the induction 


of the pneumothorax were the same. In 2 cases in 
which bilateral pneumothorax was induced in a 
period of fifteen days with insufflations of from 300 
to 400 c.cm. of air on each side, the venous and 
arterial pressures, the pulse, and the respiration 
were not noticeably changed at the third insufflation, 
when the total surface of the lungs had been reduced 


one-half. Of 4 cases in which bilateral pneumo- 
thorax was maintained for more than a year the 
venous pressure was normal and the arterial pressure 
low in 3. 

Effusions and pleuropulmonary scleroses, even 
those with mediastinal attraction, are quite often 
well supported, but when dyspnoeic symptoms ap- 
pear it is an error always to consider the pa- 
tients as subjects of pulmonary disease alone and 
to overlook the heart condition. The author re- 
ports 5 cases of spontaneous pneumothorax and 
3 of perforation in the course of therapeutic 
pneumothorax (2 momentary and 1 with a valve 
fistula). From these, he draws the following con- 
clusions: 

1. Sudden irruption of air into the pleura pro- 
ducing total pulmonary collapse, even when it 
occurs on the right side, may have no effect on the 
venous and arterial pressures. 

2. A momentary perforation in the course of 
therapeutic pneumothorax seems to produce no 
change in the venous and arterial pressures. 


3. In a case of large fistula associated with a 
pleural pressure about o, the arterial and venous 
pressures were not changed. 

4. The venous pressure rises when there is ex- 
tensive effusion or when the intrapleural pressure js 
markedly positive (valve pneumothorax). 

5. Elevation of the venous pressure is due most 
often to a purely mechanical cause such as compres- 
sion of the caval vessels, the pulmonary artery, or 
the right cavities of the heart. In some cases, in- 
volvement of the myocardium may be added. 

In the cases of 2 young girls with mitral stenosis 
who presented no cardiac symptoms the venous 
pressure remained normal during pneumothorax 
treatment. 

In some cases of pneumothorax the roentgeno- 
scopic examination of the heart and its vessels js 
quite difficult and becomes almost impossible when 
pleurisy or pleuropulmonary sclerosis devclops. 
Under such circumstances, measurement o! the 
venous pressure combined with that of the arterial 
pressure will be the best means of determining 
cardiac function. The electrocardiogram is a much 
more accurate index of the deviation of the jreart 
than the orthodiagram. In the study of 30 cases, 
Grellety-Bosviel found marked displacements of 
the heart well supported. Pace. 


Léon-Kindberg, M., and Monod, R.: The Surgical 
Indications in Pulmonary Suppuration as 
Presented in Three Cases (Les indications chirur- 
gicales dans les suppurations pulmonaire, a propos 
de trois observations). Bull. et mém. Soc. 1 d. 
hop. de Par., 1930, xlvi, 643. 

The authors state that they have gradually come 
to realize the inadequacy of most medical measures 
in cases of pulmonary abscess and to regard survical 
interference as the treatment of choice. 

The problem at present is to determine the 
operative indications and the type of operation to 
be performed in a given case. 

Two types of lesion must be distinguished: 
localized abscess and diffuse suppuration (pyoscicro- 
sis of Coguelet). These two lesions indicate two 
types of operation, the first, pneumotomy and 
drainage, and the second, excision. Two illustrative 
cases are cited: 

The first case was that of a robust and very active 
man thirty-five years of age who was taken with 
violent chills and high fever. Because of the absence 
of definite local signs, treatment for influenza was 
given. There was a mucopurulent expectorition 
which was said to be usual with the patient as he 
had suffered for years with asthmatic attacks. By 
the sixteenth day, the clinical picture was that ol 
an extremely grave general infection, and siight 
dullness could be detected on the right side just 
below the clavicle. X-ray examination showed a large 
cavity containing fluid and air in the middle portion 
of the lung and extending to the axilla and clavicle. 

Operation for the establishment of drainage was 
believed indicated, not because of the size oi the 
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cavit\, but because of the gravity of the infection. 
The operation consisted of two stages—preparation 
of the chest wall and incision of the lung. In the 
first -tage, liberal resections were performed on the 
seco! and third ribs and deep sutures placed 
through the lung and pleura at the angles of the 
incision. The breach was then packed with gauze 
and . metallic suture introduced to serve as a guide 
for subsequent roentgenograms. In the second stage 
of the operation, which was performed eight days 
later. after pleural adhesions had formed, the lung 
was opened with an electric knife. The incision led 
to the floor of a large abscess. Convalescence was 
complicated by gangrenous inflammation in the 
cavity and acute nephritis with oedema, but a com- 
plete cure resulted. 

The second case reported was that of a man thirty 
years old who was also seized suddenly with chills 
and fever. The character of the sputum indicated 
a pulmonary abscess, but both the physical and 
X-ray findings indicated simply a consolidation of 
the left lower lobe. Serotherapy, injections of 
-neosalvarsan and trypaflavine, and bronchoscopic 
treatment were followed by periods of improvement, 
but as aggravation of the disease continued, opera- 
tion was decided upon. The chest wall was prepared 
as in the first case except that in this instance the 
eighth, ninth, and tenth ribs were resected. When 
the lung was opened in the second stage the lower 
lobe was found occupied by innumerable gangrenous 
pouches between which were bands of sclerosis. 
Slices were removed from the lobe with the electric 
knife. After a series of six operations in which the 
entire lower lobe was removed a complete cure was 
obtained. 

In a third case, in which there was a very large 
pulmonary abscess without extremely grave general 
symptoms, expectant treatment was followed by 
complete recovery in six weeks. 

The authors have little confidence in anti-gan- 
grene serum or other remedies, and have found 
bronchoscopy, phrenicotomy, and pneumothorax 
usually inadequate. They state that in about 30 
per cent of cases recovery results spontaneously. 
In the absence of serious general symptoms, opera- 
tion may be delayed, but the delay should not ex- 
ceed eight weeks. 

For the treatment of diffuse suppurations, nu- 
merous operative procedures have been suggested. 
The one-stage lobectomies of Lilienthal and Robin- 
son have a mortality of from 40 to 50 per cent and 
under many circumstances cannot be performed. 
Cauterization in several stages according to Gra- 
ham’s technique is a more promising method, but 
is a rather blind procedure and frequently followed 
by the general symptoms associated with a burn. 
By means of the electric knife, excision of the lung 
may be realized in stages without great risk and with 
precision. 

For all of their chest surgery the authors employ 
general ethyl chloride anesthesia. 

ALBERT F. DE Groat, M.D. 
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Papin, F.: External Bronchial Fistule Following 
Operation for Hydatid Cyst of the Lung (Les 
fistules bronchiques extérnes aprés opération pour 
kyste hydatique du poumon). Bordeaux chir., 1930, 
No. 1, 23. 


Fistula is an uncommon sequela of operation for 
hydatid cyst of the lung. In 229 cases reported by 
Guimbellot in which such an operation was per- 
formed this complication developed only 9 times. 
The fistula were of the bronchocutaneous type (that 
is to say, without an intermediate pouch) and caused 
little or no inconvenience to the patient. Only 1 
fistula was operated upon. The mildness of the dis- 
turbances caused by the fistula is due to the fact 
that the bronchus involved is usually small, most 
hydatid cysts being located in the periphery of the 
lung. 

Bronchial fistula communicating with the exterior 
through a cavity present the same pathological 
changes and problems of treatment as those follow- 
ing empyema or lung abscess. The special dangers 
lie in the persistently suppurating cavity. 

In a third type of bronchial fistula the bronchus 
communicates with a cavity and there is no external 
opening. 

In hydatid infection of the lung, a communication 
exists between a bronchus and the hydatid cyst be- 
fore operation is performed. The important factor 
in the failure of a fistula to close is probably the 
state of the capsule immediately about the wall of 
the mother cyst. When the capsule is sclerotic, col- 
lapse of the cavity is hindered. 

Most simple bronchocutaneous fistule close spon- 
taneously after from a few months to a year and a 
half. When they demand operation, a cone of cica- 
tricial tissue may be resected and the fistula closed 
by a pursestring suture and covered by a flap. In 
order to prevent tension, the flap should be sutured 
only partially. 

When a cavity co-exists, the treatment usually in- 
dicated is that of chronic empyema, i.e., thoraco- 
plasty. Occasionally, however, cavities have been 
successfully filled with muscle flaps and omentum 
(Lardennois). ALBERT F. De Groat, M.D. 


Kramer, R.: Adenoma of the Bronchus. 
Otol., Rhinol. & Laryngol., 1930, xxxix, 689. 


Kramer has been able to find only five cases of 
bronchial adenoma reported in the literature. The 
tumor has its origin in the ducts of the mucous 
glands. The treatment indicated is endoscopic sur- 
gical removal, if this is feasible, radium implantation, 
coagulation, or a combination of these methods. 
Kramer reports two cases, giving the findings of 
microscopic examination of the tumors and the re- 
sults of treatment. Carv R. STEINKE, M.D. 


Ann, 


Foster, L. C.: The Treatment of Acute Empyema 
Thoracis. Ann. Surg., 1930, xcii, 212. 


A diagnosis of empyema does not necessarily con- 
stitute an indication for immediate operation. Sud- 
den change from a normal negative intrathoracic 
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pressure to a pathological atmospheric pressure may 
result in respiratory failure from collapse of the 
lung, mediastinal shift, and further reduction of the 
vital capacity. Cardiac embarrassment results from 
mediastinal shift and kinking of the vena cava and 
other vessels. Postponement of open thoracotomy 
until the pulmonary lesion subsides, the vital capac- 
ity increases, and adhesions between the visceral 
and parietal pleure stabilize the intrathoracic or- 
gans prevents death from collapse of the undiseased 
lung following acute operative pneumothorax. How- 
ever, adequate drainage must be obtained as soon 
as is consistent with safety because the pleura 
rapidly thickens and the cavity becomes more rigid, 
changes which result in chronicity of the condition. 

The process varies with the infecting organism. 
When the infecting organism is the streptococcus, 
the pleura is infected early and an advanced pleurisy 
may be associated with a still prominent intra- 
pulmonary lesion; when the organism is the pneu- 
mococcus, the pleurisy usually develops late. 

The mortality with various types of modern 
treatment properly carried out is much the same. 
Death is the result of the intrapulmonary process, 
septicemia, multiple infections, pericarditis, or 
other complications. The incidence of incomplete 
healing varies with the method used from 0 to 50 
per cent. Chronicity in non-tuberculous empyema 
is the result of improper drainage, too early or too 
late operative interference, foreign bodies in the 
pleural cavity, or osteomyelitis of the ribs. The 
most important factor is improper drainage. All of 
these causes are preventable. 


In the treatment recommended by the author, 
the better features of both the open and closed 


methods have been combined. Early diagnosis is 
followed by microscopic and cultural study of the 
infecting organism. Repeated aspirations are done 
until the intrapulmonary process is minimal, the 
thoracic organs are more or less fixed, and the fluid 
is so thickened that it cannot be readily aspirated. 
Under novocain analgesia the eighth or ninth rib is 
resected in the mid-axillary line. Care is taken that 
no rib is left uncovered by periosteum. A small in- 
cision is made in the pleura, air is allowed to enter 
slowly, and if no respiratory difficulty occurs the 
opening is enlarged. Fluid and fibrin clots are then 
aspirated and the cavity is carefully explored with 
the finger. A special flanged empyema tube with a 
fenestrated tip is placed in the cavity, and the soft 
tissues are closed around it. The skin is covered 
with zinc oxide and the flanged rubber dam portion 
of the tube is fixed in place by firm adhesive strap- 
ping. A many-tailed binder completes the air-tight 
dressing. The tube is clamped at the end of forced 
inspiration and the patient returned to bed. By 
means of a suction pump in the basement of the 
hospital, which is connected by piping to the wards, 
porches, and operating rooms, a constant negative 
pressure is then maintained. The drainage tube is 
connected to a collecting bottle, and the suction is 
regulated by means of a second bottle containing 
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water. Suction obtained from other types of 
paratus is not satisfactory. 

The postoperative care is in marked contra; 
that required by other methods. The dressi: 
not changed until the end of the first week. 
only special requirements are a daily record o 
amount of drainage and frequent observation t 
that the apparatus does not become plugged 
the end of a week the sutures are removed an: 
tube is cleaned, shortened, and re-inserted. 
shortening is continued at successive dressings 
the cavity is obliterated. The sinus tract is 
open until the cavity is completely obliterated 
intervals, the cavity is examined with the | 
after it has been filled with an opaque medi 
determine whether there is pocketing or del 
expansion. Blow-bottles are used to favor e 
sion, treatment is given to improve the genera! 
dition, and the patient is kept in the hospital 
the pleural cavity is completely obliterated an 
sinus tract healed. 

The article contains tables of statistics relati 
the types of infecting organism, age groups, the 
tality of the various types of operations, th 
cidence of chronicity after the different metho. 
treatment, and the duration of treatment in 
various types of infections. 

The author reports the results in 153 conse 
cases of postpneumonic empyema treated by de! 
costectomy and constant suction tube drai: 
Uniform and complete obliteration of the c: 
occurred in all except a case in which there 
faulty postoperative care. Osteomyelitis of th: 
occurred in 2 cases. There were 17 deaths. T\\: 
the deaths were due to the empyema and were | 
ventable. The others were the result of overwlh: 
ing infections and complications. The ave: 
length of treatment was three weeks from the o: 
of pneumonia to the operative interference, 
under six weeks from the onset of pneumonia 
obliteration of the cavity, and just over seven \\ 
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from the onset of pneumonia until complete he:!'; 
In conclusion the author says that death shou 


never result from empyema thoracis itself, 


chronic empyema should not occur in properly 


treated cases of acute suppurative pleurisy. 
tients should not be regarded as cured until all 
of sepsis have disappeared, the empyema c 
has been completely obliterated, the sinus trac! 
been completely healed, and the condition 
remained good during a prolonged period of obs: 
tion. E. S. Piatt, M 


CSOPHAGUS AND MEDIASTINUM 


Gilmore, W. H.: The Pathological Thymus in ¢ 
dren from a Roentgenological Standpoint. 

nois M. J., 1930, lviii, 97. 
Gilmore is of the opinion that children under « 
years of age with evidences of an enlarged thym 


the roentgenogram should be given irradiation t 


ment whether symptoms are present or not. 
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believes that any shadow in the upper anterior chest 
that cannot be explained as being due to the great 
vessels should be regarded with suspicion. He gives 
a much smaller dose of irradiation than is usually 
employed and attributes more importance to clinical 
improvement than to regression of the gland as shown 
in the roentgenogram. 

(i sixty-four children from seven weeks to six and 
a half years of age who had what were considered 
abnormal thymus shadows, fifty-five were treated by 
irradiation. Fifty-three of the latter showed relief of 
the symptoms, and of twenty who were subjected to 
subsequent roentgen examinations, fourteen showed 
a definite decrease in the thymic shadow. 

Cuar es H. Heacock, M.D. 


Craver, L. F.: The Diagnosis and Treatment of 
Thymoma. Med. Clin. North Am., 1930, xiv, 507. 


The author reports a thymoma developing in a 
man thirty-nine years of age. The patient gave a 
history of a feeling of substernal pressure, an un- 
productive cough, inspiratory wheezing, dysphagia, 
swelling of the eyelids, and a loss of weight of 15 
lb. over a period of six months. On physical exam- 
ination, a firm, ovoid, movable mass measuring 
4 by 6 cm. at the base was found in the neck ante- 
riorly, and percussion disclosed a bilateral increase 
in mediastinal dullness. The heart was somewhat 
enlarged, but the rest of the findings of physical 
examination were negative as were also those of the 
blood, urine, and serological tests. X-ray examina- 
tion revealed a large tumor mass in the mediastinum. 


Within eight days a cycle of five high-voltage 
roentgen treatments was given to the mediastinum 
anteriorly and posteriorly. At the end of a week the 
mass in the neck had disappeared and X-ray exam- 
ination showed a diminution in the size of the tumor 
mass in the chest. The symptoms gradually dimin- 
ished and within a month they ceased entirely. At 
the end of five months no evidence of a mediastinal 
tumor remained. However, indications of metas- 
tases were noted. The development of a pleural 
effusion was followed by signs of a tumor in the 
region of the cavernous sinus. These were followed 
by pericarditis, a right pleural friction rub, a 
metastatic lesion in a rib, and symptoms of a tumor 
in the left cerebellum. All yielded to X-ray therapy, 
and at the end of seven months the patient was able 
to return to work. Several months later a metastatic 
lesion was found in the pelvis, but like the others, it 
yielded readily to X-ray therapy. 

This case shows the importance of detecting 
metastatic lesions due primarily to the mediastinal 
disease. The development of a mass in the chest is 
suggested by symptoms of pressure on the trachea, 
oesophagus, heart, and lungs and interference with 
the return of blood to the heart. 

The author states that as a rule the diagnosis of 
thymoma may be made with fair assurance during 
the patient’s life on the basis of the symptoms, 
physical signs, and roentgen findings. ‘The treat- 
ment indicated is irradiation with high-voltage 
roentgen rays or radium. 

MANvuEL E. Licutenstern, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Bancroft, F. W.: Painful Postoperative Abdominal 
ars. Arch. Surg., 1930, xxi, 289. 

The author believes that abdominal incisions are 
responsible for injuries to nerves with subsequent 
neuroma formation or neuritis more frequently than 
is generally supposed, and that such injuries are 
often diagnosed as postoperative adhesions. The 
injuries are probably often caused by ligation of 
nerves with blood vessels. 

The diagnosis of neuroma may be made by testing 
out the sensory distribution of the nerve and by 
temporarily blocking the nerve by injecting procaine 
hydrochloride. In right rectus incisions the nerve 
blocking is accomplished by injecting the procaine 
beneath the fascia of the right rectus muscle. 

Incisions for abdominal exposure should be planned 
to avoid trauma to nerves. The tendency has been 
to attempt to follow muscle planes and frequently to 
sacrifice nerves although it is known that in the 
absence of infection, muscles heal well. 

The author believes that whenever possible inci- 
sion through the right rectus muscle should be 
avoided. If the surgeon prefers an incision to the 
right of the median line for exploration or for better 
approach to the appendix, the Kammerer modifica- 
tion is preferable to the usual right rectus incision. 
When the rectus is drawn to the mesial side the 
nerves can be easily identified and retracted up and 
down so as to allow satisfactory exposure, and if 
sacrifice of a nerve is necessary it can be done under 
the eye, without unnecessary ligation. Moreover, in 
this type of incision deep epigastric vessels are not 
encountered; therefore there is less bleeding. 

Upper or lower paramedian incisions are satisfac- 
tory because they do not encounter vessels or nerves 
of much importance. 

The McBurney and the low Pfannenstiel incision 
are ideally planned to avoid trauma to the nerves. 
The Kocher incision for exposure of the gall bladder 
is associated with the risk of injuring nerves, but the 
danger is less than that associated with the right 
rectus incision. 

Transverse abdominal incisions extending either 
to or through the rectus muscles encounter fewer 
nerves than lateral vertical incisions. 

Howarp A. McKnicut, M.D. 


Gallie, W. E., and LeMesurier, A. B.: Late Results 
of the Living Suture Operation in Ventral and 
Inguinal Hernia. Canadian M. Ass. J., 1930, xxiii, 
105. 


The authors review the results of nearly 200 opera- 
tions in which they used strips of fascia lata in the 
repair of hernia. The operations were such as to give 


the method the severest possible test. The first 50 
cases were those of soldiers who had a recurrence 
after 1, 2, or 3 operative attempts at cure. ‘he 
known failures so far number only 6. In 1r case a 
recurrence which developed within ten days showed 
that it is very important to secure the ends of the 
fascial strips with fine silk. In direct herniz in which 
the sutures must bear the brunt of the strain the 
spaces between the sutures must be small to prevent 
protrusions. One of the failures reviewed was duc to 
infection. In many of the cases the correction of the 
hernia was extremely difficult and would have been 
impossible by any other method. The authors have 
deviated little from their original technique. 
Harry W. Fink, M.!). 


Napalkov, P.: Occult Epigastric Hernia (Hernia 
epigastrica occulta). Vestnik. Chir., 1930, Xx, 104 

Among seventy-seven surgically treated cases of 
hernia through the linea alba in the epigastrium 
there were fourteen (two those of men) in which the 
prolapsed fatty tissue did not penetrate through the 
aponeurosis but entered the latter through internal 
fissures and assumed an interstitial position. Hernix 
of the latter type may be called “occult epigastric 
herniz.” 

The clinical symptoms of occult epigastric hernix 
are analogous to those of manifest epigastric herni« 
—pain due to pressure or movement, dyspeptic 
manifestations, or colicky pain. The difference be- 
tween occult epigastric herniz and manifest epigas- 
tric herniz consists only in the absence in the 
former of a palpable tumor. 

The incision for the reduction of the occult epigas- 
tric hernia is a straight median incision from the ensi- 
form process to the umbilicus. After the viscera 
have been carefully examined to be sure that they 
are in good condition the opening in the aponeurosis 
should be carefully inspected as tags of the properi- 
toneal fat and the fat of the ligamentum teres tend 
to intrude here. These tags must be removed and 
the linea alba re-enforced by overlapping the ante- 
rior wall of the rectus sheaths. This treatment gives 
good and permanent results. M. Petrov (4). 


Lacey, J. T.: The Prevention of Peritoneal Adhe- 
sions by Amniotic Fluid. Ann. Surg., 1030, 
xcii, 281. 

Lacey reports the results of investigations on the 
value of amniotic fluid in the prevention of perito- 
neal adhesions which were carried out on thirty-live 
rats and seven dogs. In the first group of experi- 
ments, a number of areas on the small intestine 
about 1 cm. long were scarified with a knife blade; in 
the second group, the entire small intestine and the 
cecum were rubbed with gauze; in a third group, 
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minimal trauma was produced by rubbing with 
gauze three points on the intestine about Y4cm. long; 
in a fourth group, chemical peritonitis was produced 
with tincture of iodine; in a fifth group, the trauma 
produced in the third group was repeated for study 
of the time and mode of the formation of adhesions; 
and in a sixth group enterotomy was done. 

In only two of twenty-six animals treated with 
amniotic fluid which survived for a sufficient period 
was complete absence of peritoneal adhesions 
observed. 

Smears taken from the peritoneum twenty-four, 
seventy-two, and one hundred and twenty hours 
after the trauma showed a reduction in the number 
of red blood cells and an increase in the macrophages, 
especially those of the polyblast type, in the treated 
animals. 

It appeared that the amniotic fluid had no un- 
desirable effect on catgut suture lines and that it 
did not prevent the formation of protective ad- 
hesions. 

The author draws the following conclusions: 

1. Amniotic fluid is apparently harmless when 
introduced into the peritoneal cavity. 

2. It seems to lessen the ooze from denuded sur- 
faces and to stimulate the peritoneum to a more 
powerful defense reaction. 

3. It cannot be depended upon to prevent ad- 
hesions, although it possibly may modify their 
density. 


Mathieu, P., and Marchand, G.: Early Surgical 
Intervention in Acute Pneumococcal Peri- 
tonitis and Its Results (L’intervention chirurgi- 
cale précoce dans les péritonites aigués 4 pneumoco- 
ques et ses résultats). Bull. et mém. Soc. nat. de 
chir., 1930, lvi, 894. 

The authors report a case of acute pneumococcal 
peritonitis in a woman thirty-three years of age to 
show the difficulty of diagnosis in the first few hours. 
In the cases of children, an error in diagnosis is 
made even more frequently than in the cases of 
adults. After early operation in peritonitis due to 
pneumococci, death frequently occurs within from 
twenty-four to forty-eight hours. If recovery takes 
place it is often preceded by long-continued sup- 
puration, persistent fever, and pyemic conditions 
such as pericarditis or purulent pleurisy. 

Acute pneumococcal peritonitis in its typical 
clinical form can be diagnosed if the patient is a girl 
from two to ten years of age. The beginning is often 
sudden, with diffuse abdominal pains and vomiting, a 
rapid rise in the temperature, abundant vomiting, 
and early and abundant diarrhoea (from ten to 
twenty stools a day). 

There are cases in which the definite localization 
of the abdominal pain on the right side will lead to 
the diagnosis of appendicitis. Under such circum- 
stances operation is performed early. If the appendix 
appears normal, the pus should be examined for 
pneumococci. Davioud and the authors suggest 
extensive drainage as well as anti-infection therapy. 


Early laparotomy does not always prevent second- 
ary localization of the pneumococcal pus. 

The means of diagnosis provided by the laboratory 
can rarely be utilized in emergency cases, but exam- 
ination of the blood for the pneumococcus is of great 
aid. 

In the discussion of this report, Picot agreed 
with the authors regarding the difficulty in the diag- 
nosis between acute peritonitis with pneumococci 
and acute appendicitis in the first hours, but stated 
that acute cases should be operated upon and if the 
appendix is seen to be normal, a large drain may be 
inserted in the cul-de-sac of Douglas. There should 
be no exploration, and the operation should be 
reduced to the minimum. Large amounts of anti- 
pneumococcus serum should be injected through the 
drain and under the skin. 

In concluding the discussion, Mathieu stated 
that he has encountered two types of cases—those 
in which the peritoneal suppuration was abundant 
from the first and those in which it was unperceived 
in the course of an incision for appendicectomy. 

PACE. 


GASTRO-INTESTINAL TRACT 


Ploos van Amstel, P. I.: Acute Dilatation of the 
Stomach and Trauma (Akute Magenerweiterung 
und Trauma). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1930, xli, 627. 

Acute dilatation of the stomach following trauma 
has not been described frequently in the literature. 
The author reports two cases because they show the 
particular circumstances necessary for the develop- 
ment of the condition and the extraordinary effec- 
tiveness of the Schnitzler treatment. 

The first case was that of a twenty-one-year-old 
girl of the Basedow type with a scrofulous and 
nervous appearance and definite enteroptosis who 
complained frequently of distention in the gastric 
region and belching, symptoms which definitely 
indicated vagotonia. While cleaning, she fell from 
a low ladder, striking the stomach region against 
the back of a chair. She immediately became ill, 
and within fifteen minutes the epigastrium was 
greatly distended. She vomited profusely although 
she had drunk only a cup of tea that morning. 
Within a short time her pulse was small and irregular 
and her respiration superficial. A diagnosis of acute 
dilatation of the stomach was made. When the 
patient was placed in the prone position recovery 
resulted rapidly. 

The second case was that of a twenty-three-year- 
old patient with vagotonia who developed gastric 
dilatation after receiving a punch in the region of 
the stomach. In this case also the assumption of the 
prone position was quickly followed by recovery. 

As the conditions to which acute gastric dilata- 
tion has been ascribed are most varied, it seems 
justifiable to assume that they are merely the excit- 
ing factors rather than the basic cause. The dilata- 
tion occurs only in persons with a disturbance of the 
vegetative nervous system. In the presence of such 
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a disturbance it may follow a blow in the gastric 
region, a heavy meal, the application of a plaster 
corset, anesthesia, ureteral catheterization, the 
insertion of an indwelling catheter, gastro-enter- 
ostomy, or an operation for abdominal hernia. 

Early diagnosis, which is most important, is not 
difficult. The symptoms are meteorism of the 
epigastrium with flatness of the rest of the abdomen; 
biliary, but never feculent, vomiting followed by a 
change in the distention; great thirst; anuria; dry- 
ness of the tongue; a change in the appearance of 
the eyes; cyanosis; superficial breathing; a small 
pulse; a subnormal temperature; and coldness of the 
extremities. 

The only effective treatment is the adoption of 
the prone position, as advised by Schnitzler. 

STREISSLER (Z). 


Chiray, M., and Amy, P.: Certain Gastroduodenal 
Hemorrhages Regarding Which Little Is 
Known (De quelques hémorragies gastro-duodéna- 
les mal connues). Presse méd., Par., 1930, xxxviii, 
g2i. 

The authors discuss the types of hematemesis and 
melena which, for want of a clear conception of their 
cause, are commonly designated as “idiopathic,”’ 
“neuropathic,” or “primary.”’ They state that in- 
vestigations have shown these hemorrhages to be 
due frequently to circulatory disturbances brought 
about by abnormal conditions in regions adjacent to 
the digestive tract. Among the most common causes 
are disturbances in the gastrosplenic circulation due 
to disease of the spleen and congestion surrounding 
the gastro-intestinal tract brought about by adhe- 
sions, anomalies of the colon, colonic stasis, an im- 
properly performed appendectomy, chronic appen- 
dicitis, or an ill-advised operation. 

Harotp C. Mack, M.D. 


Camp, J. D.: Further Observations on the Direct 
Roentgenological Signs of Gastrojejunal and 
Jejunal Ulcer. Radiology, 1939, xv, 274. 


The diagnosis of gastrojejunal or jejunal ulcer is 
one of the most perplexing that the roentgenologist 
is called on to make as the examination involves 
structures that have been changed by surgical inter- 
vention. Atypical operations may complicate the 
usual appearance and suggest a lesion when none is 
present. 

Pathologically, gastrojejunal and jejunal ulcers 
simulate in form the usual types of gastric ulcer. 
Of a series of cases seen at the Mayo Clinic in which 
a secondary operation following gastroenterostomy 
was required, jejunal ulceration was found in sixty- 
one, stomal ulceration in forty-eight, and gastrojej- 
unitis without actual ulceration in eight. 

The direct roentgenological signs which indi- 
vidually permit a positive diagnosis of gastrojejunal 
or jejunal ulceration are the presence of an ulcer 
niche, persistent deformity of the stomach, stoma, 
or jejunum, the presence of a gastrojejunocolic fis- 
tula, and closure of the stoma. The significance and 


frequency of a niche or crater in the jejunum or 
stoma as a positive sign of ulceration are often un«er- 
estimated. The niche is undeniable evidence of 
disease, and may be seen in about 60 per cent of 
cases. Deformity of the stomach, stoma, or jejunum 
produced by the associated inflammatory reaction 
is the most common change accompanying a gastro- 
jejunal or jejunal ulcer. The deformity of the 
stomach usually seen with ulceration at the stoma 
appears as a puckering of the gastric contour alout 
the site of the opening with deformity of the ruge. 
When the lesion is wholly within the jejunum, de- 
formity of the stomach may be absent. Deforiity 
of the jejunum may be localized or diffuse. It occurs 
most commonly in cases of jejunal ulcer, but may 
be associated in lesser degree with ulceration at the 
stoma. In the absence of a malignant lesion, the 
presence of a gastrojejunocolic fistula is evidence of 
preceding jejunal or gastrojejunal ulceration. [e- 
cause of the high incidence of this complication and 
the risk attending the operation for its cure, early 
recognition of the causative lesion is of considerable 
importance. Complete occlusion of a previously 
functioning gastro-enterostomy opening in the ab- 
sence of malignant disease is prima facie evidence of 
gastrojejunal ulceration. 

Since a positive diagnosis is based on evidence of 
malfunction or the demonstration of abnormality in 
the outline of the stomach, stoma, or jejunum, the 
examiner must assume that in the beginning the 
gastroenterostomy opening was anatomically cor- 
rect and functioning properly. A knowledge of the 
surgical technique employed in the particular case 
is of considerable assistance. 

The signs referred to have been the basis for the 
roentgenological diagnosis of jejunal and gastro- 
jejunal ulcer at the Mayo Clinic for a considerable 
time. The progressive improvements in fluoroscopic 
technique, increasing familiarity with the niche 
shadow, and better appreciation of the pathological 
changes and the complications of these lesions «re 
reflected in the increased percentage of successiul 
diagnoses. 


Weiss, A. G., and Hubster, C.: The Pathogenesis of 
Gastroduodenal Ulcer (Sur la pathogénic 
ulcéres gastro-duodenaux). Arch. franco-belges di 
chir., 1930, Xxxii, 282. 

The authors report experiments performed on 
dogs in an attempt to discover the cause of gastro- 
duodenal ulcer. In the first series, derivation oi «ll 
of the alkaline fluid of the duodenum was obtained 
by sectioning the duodenum below the pancreati: 
duct and anastomosing it to the terminal ileum. | he 
efferent end of the duodenum was anastomosed to 
the stomach by end-to-end suture. Ulcers developed 
at the point where the gastric juice, expelled by ‘he 
contractions of the stomach, came into contact with 
the mucous membrane of the duodenum. It ap- 
peared at first that the lesions might be explained by 
Boldyreff’s theory that gastric ulcer is the result 1 
interference with neutralization of the acid gastri 
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juice by the reflux of duodenal fluid into the stom- 
ach. [lowever, in examining the gastric juice before 
and after their operations, the authors found that 
there was little difference in the acidity. They be- 
lieve that the duodenal reflux is not great enough to 
neutralize the gastric juice and serves merely to give 
the mucous membrane an alkaline coating which pro- 
tects it. They conclude that the ulcers in the experi- 
mental animals developed as the result of the elimi- 
nation of this coating by the operation. 

In the second set of experiments, derivation of the 
bile alone was obtained by sectioning the common 
duct between two ligatures and anastomosing the 
gall bladder to the ileum 30 or 40 cm. from the cx- 
cum. By this procedure no disturbance of calcium 
metabolism was brought about, such as would be 
caused if the bile were allowed to flow out through a 
bile fistula. The operation was followed by acute in- 
flammation of the mucous membrane of the antrum 
and duodenum, a sort of preulcerous stage. 

These experimental conditions are rarely if ever 
found in man, a fact explaining why chronic ulcer 
generally develops much more slowly in clinical 
cases than in the experiments reported. The cause 
of disturbances of the duodenal reflux in man has 
not been discovered, but it is known that the mo- 
tility of the human intestine is very easily dis- 
turbed. Ulcers generally occur in persons with 
defective alimentary hygiene, persons who drink al- 
cohol to excess or over-eat, and nervous persons in 
whom the least irregularity in diet affects peristalsis. 
Constant irritation of the walls of the stomach and 
duodenum upsets normal motility. 

Extensive gastrectomy seems to be the best treat- 
ment for ulcer because it removes a large part of the 
mucous membrane of the fundus, which is acid, so 
that alkaline protection is brought about more 
easily. Péan’s technique is better than the others 
because it favors the free reflux of alkali by shorten- 
ing the distance between the stomach and the 
papilla of Vater. The authors have never seen a re- 
current ulcer after free resection followed by anasto- 
mosis by the Péan or Billroth I method. 

Aubrey G. MorGan, M.D. 


Konjetzny, G. E.: The Inflammatory Basis of the 
Development of Typical Ulcer of the Stomach 
and Duodenum (Die entzuendliche Grundlage der 
typischen Geschwuersbildung im Magen und Duo- 
denum). Ergebn. d. inn. Med. u. Kinderh., 19309, 
xxxvii, 184; 1930: Berlin, Springer. 

This report is based on a minute examination of 
more than 500 resected specimens. After reviewing 
various theories of ulcer development (the chemical 
theory of Virchow, the infarction theory of Hauser, 
and the traumatic theory of von Bergmann), the 
author discusses in detail the inflammatory theory, 
which he accepts. His most important conclusion 
is that the typical ulcer of the stomach and duodenum 
begins as an erosion of the mucosa. 

_ In the solution of the ulcer problem there are 2 

Important questions to be answered: 1. Does the 


gastro-intestinal ulcer arise in normal or already 
diseased gastric and duodenal mucosa? 2. Is the 
ulcer a simple peptic corrosive defect, as believed by 
Virchow, Hauser, and von Bergmann, or is it an 
inflammatory ulceration preceded by inflammation 
of the mucosa? 

In the anatomical study of gastric resection speci- 
mens which were fixed while still warm, the author 
and his coworkers always found a more or less 
pronounced gastritis. This was most pronounced 
in the antral portion. Also in specimens of duodenal 
ulcer they found gastritis in addition to the duo- 
denitis. Moreover, in cases of ulcer of the stomach, 
duodenitis is often present in addition to gastritis. 
The gastritis is most pronounced in the region of 
the pyloric glands. It is usually marked also in the 
contiguous glandular region of the fundus, whereas 
in the rest of the glandular region of the fundus 
there are few or no gastritic changes. 

The most important question to be answered is 
whether the gastritis and duodenitis are primary or 
secondary conditions. Their primary nature is 
suggested by the fact that the mucosa affected by 
acute or subacute gastritis nearly always shows 
superficial inflammatory defects (erosions) which 
are undeniably the result of inflammation of the 
mucosa. That acute and chronic ulcers may develop 
from these inflammatory defects was proved by the 
author’s material, which clearly showed all stages of 
development of the typical gastric ulcer from the 
initial erosion to the first stages of chronic ulcer. 
Absolutely convincing were the cases of ulcerous 
gastritis and duodenitis in which chronic ulcer was 
absent and the stages of gradual transition between 
the inflammatory erosions and acute ulcers were 
noted. The author was unable to discover in the 
erosions any evidence of an action of gastric juice 
or of a role played by anemic necroses, haemorrhagic 
infarcts, epithelial necroses, or superficial eschars. 
He draws the following conclusions: 

1. The first phase of ulcer formation has no 
relation to infarction. 

2. Gastroduodenal ulcer never develops in a 
normal gastroduodenal mucosa. It develops al- 
ways on the basis of a gastritis or duodenitis. 

3. The latter conditions must be considered the 
anatomical basis of the typical clinical symptoms of 
ulcer. 

Konjetzny next takes up the question as to 
whether the gastric juice can attack living tissues 
and thereby play an important role in the develop- 
ment of erosion and ulcer. He concludes that in the 
origin and development of erosion an effect of the 
gastric juice in the sense of corrosion or digestion 
cannot be demonstrated. Even in cases with clini- 
cally demonstrated hyperacidity he has never been 
able to find any indication that the gastric juice is 
able to corrode or otherwise injure the living epi- 
thelium or that such a corrosion or escharotic action 
can produce an inflammatory condition of the 
mucosa. Moreover, he found erosions similar to 
those under discussion in parts of the intestinal 
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tract which are inaccessible to the action of the 
gastric juice. 

In the treatment of ulcer the chief essential is not 
neutralization of acidity by the administration of 
alkalies, but the relief of the inflammatory changes 
of the mucosa and the muscular disturbances result- 
ing therefrom; in other words, the therapy of ulcer 
is the therapy of gastritis. This is true particularly 
in the early stages of the disease. Proper medical 
treatment (a bland diet, anticatarrhal remedies, 
etc.) instituted at the right time is unquestionably 
the best prophylactic treatment of typical chronic 
ulcer. In the chronic phases of the disease a cure 
by internal medicine is practically hopeless. 

NEUPERT (Z). 


Saunders, E. W.: A Bacteriological and Clinical 
Study of Gastric Ulcer. Ann. Surg., 1930, xcii, 
222. 

Facts indicating that the cause of ulcer of the 
stomach is infection are summarized by the author 
as follows: 

1. A streptococcus has been isolated from nine- 
teen resected gastric, duodenal, and gastrojejunal 
ulcers and proved to be identical and specific by 
different cultural tests and by agglutination, cross 
agglutination, and agglutinin absorption. 

2. Its agglutinogenic and antigenic identity with 
similar strains producing ulcers of mucous mem- 
brane and skin and its non-identity with strains 
from foci of infection and appendicitis and chole- 
cystitis have been demonstrated. 

3. Patients suffering from gastric ulcer have the 
specific agglutinins of this organism in their blood 
serum, whereas patients suffering from other types 
of streptococcus infection fail to agglutinate it or 
agglutinate it in only low titre. 

4. The organism is apparently present in the 
lesion in immediately prepared Levaditi tissue sec- 
tions. 

5. The organism undergoes dissociation S (viru- 
lent) to R (non-virulent) under artificial cultiva- 
tion, and the possibility that it may do so also in 
vivo has been demonstrated. 

6. The S (virulent) form will not grow in bile 
in low dilutions, and the O (intermediate) form 
rapidly becomes R (non-virulent) under bile culti- 
vation. 

7. Surgical procedures which return to the ulcer- 
bearing area give the best clinical results. 

8. Marked lactic acid formation by the strepto- 
coccus has been noted and its relationship to car- 
cinomatous degeneration suggested. 


Pauchet, V., and Luquet, G.: The Surgical Treat- 
ment of Ulcers of the Superior Third of the 
Stomach (Groove Resection). Surg., Gynec. & 
Obst., 1930, li, 367. 


Pauchet describes his technique of groove resec- 
tion of ulcers located between the cardia and the 


boundary of the middle and upper thirds of the 
stomach, along the lesser curvature. Such ulcers 


are found in 19 per cent of cases and are difficult to 
resect by the usual methods. 

After liberation of the stomach, ligation o/ the 
coronary and right gastro-epiploic arteries, and sec- 
tion of the duodenum, the stomach is divided «\ong 
a line which starts from the greater curvature a the 
junction of the antrum and corpus and passes «ross 
toward the lesser curvature. After crossing {wo- 
thirds the width of the stomach, the direction «! the 
incision changes sharply to run parallel wit! the 
lesser curvature, encircle the pathological ti-sue 
and end at the lesser curvature between the «jlcer 
and the cardia. The resection may be done i: one 
stage or the transverse resection may be done (irst 
and the part of the lesser curvature adjacent |: the 
ulcer removed afterward, or the ulcer-bearing rea 
may be removed and the opening repaired |w/ore 
the transverse section is made. In the recons ruc- 
tion, the curved part parallel with the lesser curva- 
ture is sewed in two or three layers, starting |rom 
above, the gastric groove being thus converte: into 
a tube. The pyloric end may then be anastom sed 
to the duodenum as in the Billroth I operation or 
the duodenum may be closed and the opening 
anastomosed to a loop of jejunum as in the !ilya 
operation. 

The author has performed this operation furty- 
four times in the last six years, with a mortality of 
15 per cent and good results in the remainder. 

Maurice L. Date, M.! 


Ackman, F. D.: Multiple Adenopapillomata of the 
Stomach, with the Report of a Case Showing 
Varying Degrees of Malignancy. Canadiay \/. 
Ass. J., 1930, xxiii, 391. 

The author adds another case to the eighty-cight 
cases of multiple gastric adenopapillomata which 
have been reported in the literature. The condition 


seems to occur with about equal frequency in miles 
and females. Its average age incidence is fifty-three 
years. 


It is apparently of inflammatory origin although a 
familial tendency toward its development has })ven 
reported and some observers have suggested tha it 
may be congenital. 

The lesion is classified pathologica'ly as “poly. 
noma polypeux” and “polyadenoma en nappe.”’ 
case reported by the author was of the latter t: 
of which only seven cases have been repor! 
previously. 

There are no characteristic symptoms. Epigas! 
pain is frequent, but hamatemesis may be the |: st 
sign. The roentgenogram is the best diagnostic «|, 
but in some cases may be misleading. Achlorhy: \': 
is practically a constant finding, and when combi. 
with myxorrhcea is considered very suggestive. \ 
lignant transformation isvery common. It is ra: 
multiple, but the author’s case showed, in addit 
to a large carcinoma, a malignant change in the si 
of a pedunculated adenopapilloma at the pylo: 

The treatment is surgical. 

Georc_E A. Co.tett, M.1) 
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Quain, E. P.: Prophylactic Gastrostomy. WNorth- 
vest Med., 1930, Xxix, 346. 

The author recommends the performance of sim- 
ple gastrostomy in abdominal operations to insure a 
smovth postoperative course. Of forty-seven cases 
which he treated in this way the convalescence was 
unusually smooth in all and there were no disturbing 
sequcle except in one in which a gastric carcinoma 
became secondarily engrafted into the sinus. Quain 
considers the procedure of great value in the preven- 
tion of paralytic ileus. A F. 24 catheter is attached 
to the opening in the stomach wall 2 cm. from its in- 
serted tip by an inverted mattress suture. The con- 
tiguous gastric wall is then gathered about the cathe- 
ter by a single pursestring suture and the tube fixed 
against the abdominal wall by tying tightly about it 
externally a twisted gauze sponge. 

Joun H. Wootsey, M.D. 


Bérard, L., and Heitz, J.: Surgical Treatment of 
Intestinal Tuberculosis (Considérations sur le 
traitement chirurgical de la tuberculose intestinale). 
Lyon chir., 1930, XXvii, 273. 

All varieties of intestinal tuberculosis are seen 
very frequently in pulmonary tuberculosis. Kahn 
found marked lesions of the intestines in 63 per cent 
of his cases of pulmonary tuberculosis, and Brown 
and Sampson reported intestinal lesions in from 50 
to 70 per cent of their cases. The most frequent form 
is ulcerous tuberculosis, which is very difficult to 
diagnose. This may begin with failure of the general 
health, gastric disturbances, abdominal pain, intes- 
tinal hemorrhage, or diarrhoea. A definite diagnosis 
requires a roentgen examination. 

Intestinal tuberculosis was formerly regarded as 
necessarily fatal, but today, with early diagnosis and 
proper treatment, it can often be cured. Medical 
treatment, however, is only palliative. Heliotherapy 
and the use of the ultraviolet rays are still advocated 
by some, but the authors regard them as only adju- 
vants to surgical treatment. They state that when 
the diagnosis is doubtful an exploratory operation is 
justifiable and should not be deferred too long. 
When ulceration of the intestine is found, the ideal 
method of treatment is resection of the affected part. 
When resection is impossible on account of a poor 
general condition, palliative entero-anastomosis 
must be performed, with or without exclusion. In 
many cases this has brought about great improve- 
ment. Auprey G. Morcan, M.D. 


Denéchau, D., and Prieur, R.: Reflex Ileus in the 
Course of Reno-Ureteral Lithiasis (L’ileus 
reflexe au cours de la lithiase reno-ureterale). 
Presse méd., Par., 1930, XXXviil, 1153. 

_ The authors report two cases of ileus developing 

in the course of renal lithiasis. The condition begins 

suddenly and may be provoked by fatigue. The 
first symptom is sudden severe pain which often 
occurs first in the lumbo-abdominal region and 
rapidly becomes localized in the flank. In three- 
fourths of the cases it becomes localized on the left 
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side. Its irradiations vary. The second symptom, 
vomiting (at first alimentary and then aqueous) 
was lacking in six of twenty-one cases. More char- 
acteristic is the retention of feces and gas. The 
fourth functional symptom (absent in six of twenty- 
one cases) is dysuria. 

Flatulence, sometimes general and sometimes 
localized, with a loop clearly protruding in the 
midst of the swelling develops in all cases. A prom- 
inence may be present in the flank and iliac fossa on 
either side, but is found more frequently on the left 
side. Peristaltic contractions may accompany the 
painful paroxysms. The varying of these signs from 
day to day is explained only by a mobile and variable 
spasm with segmental dilatation of the intestine. 
The general signs are not comparable with the 
intensity of the abdominal phenomena even when 
they persist as long as two weeks. 

When operation is deferred, the symptoms do not 
last longer than twelve days. The fundamental 
characteristic of the condition is the variability of 
the symptoms. The emission of gas is always fol- 
lowed by marked improvement. The responsibility 
of a ureterorenal reflex for the condition is suggested 
by the absence of a saburral condition of the upper 
digestive tract and of fecaloid vomiting. The urine 
should be analyzed every day. Roentgenography 
may reveal a stone. The intestine and the kidneys 
have a common innervation from the branches of 
the sympathetic and parasympathetic nerves. 

In reflex ileus in the course of ureterorenal lithiasis 
operation is contra-indicated. The pain should be 
relieved with belladonna and atropin, by baths, and 
by hot applications during the attacks, and by the 
use of laxatives, gentle oil enemas, and injections of 
peristaltine and hypophysis extract during the calm 
periods. It is possible that rachianalgesia might re- 
lieve the pain and stimulate the intestinal mus- 
culature. PACE. 


Dall’ Acqua, V.: The Roentgen Appearance of the 
Mobile Duodenum (Gli aspetti radiologici del 
duodeno mobile). Radiol. med., 1930, xvii, 781. 


Mobile duodenum is not rare, being found in 0.5 
per cent of cases in which the small intestine is ex- 
amined roentgenologically, but it is not always easy 
to recognize. The author reports seven cases which 
he saw during the course of a year. He classifies the 
forms of mobile duodenum as: (1) partial mobility 
affecting only the first part and the beginning of the 
second part of the duodenum, and (2) total mobility. 

In partial mobility, roentgen examination may 
show a double festoon or a complete scroll above the 
fixed portion of the descending part. When the 
supramesocolic part is free, the duodenum appears 
to be inverted. The anomaly may be produced when 
abnormal motility is accompanied by a condition 
such as elongation of the hepatoduodenal ligament 
or ptosis of the liver. The elongation of the first 
part of the duodenum which is sometimes noted in 
these cases is an important finding of X-ray ex- 
amination. 
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When there is total mobility, the duodenum may 
present an almost normal appearance. However, in 
most cases it is entirely on one side of the median 
line and anomalies in the position of other abdominal 
organs are noted. 

With regard to the importance of mobile duo- 
denum in pathological conditions of the abdomen, 
the author states that in some cases the mobility 
may result in stenosis because of the position of the 
duodenum or because of compression of the biliary 
passages. Gastritis, duodenitis, periduodenitis, and 
gastric or duodenal ulcer are frequently associated 
with the anomaly. Martin J. Dr Cota, M.D. 


Viviani, R.: Extrabulbar Ulcer of the Duodenum 
(Contributo alla conoscenza dell’ulcera extrabulbare 
del duodeno). Radiol. med., 1930, xvii, 698. 


The author reviews the literature on extrabulbar 
ulcer of the duodenum and calls attention to the 
scarcity of clinical and roentgenological data on this 
lesion. He reports four cases of his own in which the 
diagnosis was confirmed at operation. In one, it was 
confirmed also by autopsy. The symptoms in these 
cases were very similar to those of ulcer in its usual 
location in the first portion of the duodenum. The 
roentgen findings corresponded to those characteris- 
tic of ulcer in other situations. They consisted of the 
presence of a niche, stenosis of the lumen of the 
duodenum, disappearance of the duodenal folds, and 
spasm opposite the ulcer. The author discusses the 
differential diagnosis between extrabulbar ulcer and 
duodenal diverticulum, dilated ampulla of Vater, 
and neoplasm. 


Viviani believes that if roentgenologists studied - 


the entire duodenum with more care, particularly in 
cases in which the clinical and roentgen findings do 
not agree, it would be found that extrabulbar ulcer 
of the duodenum is more common than the literature 
indicates. C. D. HAAGENSEN, M.D. 


Watson, J. H.: Acute Perforating Duodenal and 
Gastric Ulcers. Brit. M.J., 1930, ii, 169. 


The author reports his experience in 110 cases of 
perforating gastric and duodenal ulcers. One 
hundred and two of the patients were males. Eighty- 
five of the males had an ulcer of the duodenum and 
17 an ulcer of the stomach. Of the 8 females, 2 had 
an ulcer of the duodenum and 6 an ulcer of the 
stomach. Most of the patients were in the third or 
fourth decade of life. Watson believes that per- 
forating ulcers, especially of the duodenum, are 
occurring more frequently in persons belonging to 
the artisan class. 

The peritoneal reaction varies according to the 
length of time intervening between the taking of 
food and the occurrence of the perforation. The 
longer the interval, the less the leakage and the less 
noxious the spilled material. In cases in which treat- 
ment is not given until six hours after the perforation 
there is usually gross infection. 

In discussing the diagnosis, the author emphasizes 
the acute onset of agonizing pain. In early cases 


the pulse is slow and of good volume. The })!ood 
pressure is usually normal or slightly raised. 

As treatment, Watson favors excision of the \!cer- 
bearing area, division of the pyloric sphincter. ap. 
proximation of the cut edges of the viscus-in¢ ision 
at right angles to the long axis of the gastroduo. enal 
tract, and closure in layers. He prefers locs! an- 
esthesia supplemented, if necessary, with © her. 
He closes the laparotomy wound without drai» ize. 
but employs pelvic drainage for from twenty ‘our 
to forty-eight hours. Joun H. Wootsey, \\ |). 


Haggard, W. D.: An Enterogenous Cyst of the 
Ileum Causing Obstruction in an Infant. .\)/;¢. 
Clin. North Am., 1930, X, 713. 


Haggard’s case was that of a three-weel- old 
girl, the only child of normal parents. She we! “hed 
9 lb., 5 oz. at birth and was delivered norm) lly. 
When a week old she had lost 15 0z., but at th end 
of another week she had gained 4 oz. Five «ays 
later she weighed 8 Ib., 814 oz. The loss in w. izht 
was attributed to a decrease in the mother’s ilk 
supply. At about this time the infant spit up an 
increasing amount of milk after each feeding. She 
was therefore given supplemental lactic acid milk, 
but spit up more and more curdled milk and also 
bile after nursing. The abdomen showed some dis- 
tention, and peristalsis became visible. Constipa- 
tion was present, but the enemata were highly col- 
ored. During the next twenty-four hours the haby 
vomited practically all of the milk taken, the visible 
peristalsis became more marked, and a smooth, 
round, movable tumor the size of a hen’s egg could 
be palpated just to the right and slightly above the 
umbilicus. Enemata returned clear. Rectal exam- 
ination was negative. The stools were free from 
blood and there was no fever. 

The tumor was too large and too low for hyper 
trophic pyloric stenosis, and the vomiting was not 
of the projectile type. The diagnosis was intestinal 
obstruction of seventy-four hours’ duration duc to 
a tumor. 

At operation performed under novocain anwst 
sia a bluish-gray, rounded cystic tumor the size «! a 
hen’s egg was delivered. It was situated in ‘he 
ileum, 1 in. above the ileocecal valve. The intest inc 
was somewhat collapsed below it and disten !<| 
above it. The tumor was intimately connected \ \‘) 
the intestine. It apparently originated in a!) 
fibrous area at the mesenteric attachment ani 
tended up beneath the serosa and mucosa, collaps..g 
the intestine with its internal pressure as it ¢ 
and producing complete intestinal obstruction. 
piration withdrew a thick, tenacious, grayish m 
without any odor. Cultures and smears were n: 
tive. The tumor was opened and its contents ° 
evacuated extraperitoneally. The cyst wall did 
communicate with the ileum, but extended 
around it. When the excess of the cyst wall was 
moved, the cyst sac being left wide open, the c.: 
tents of the distended portion of the bowel w: 
then seen to pass into the collapsed portion. \ 
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partial constriction of the intestine still persisted, 
but the lumen was adequate. The remains of the 
cvst sac were sutured to the lower end of the wound 
to facilitate a subsequent enterostomy should it 
prove necessary. One hundred and eighty-five 
cubic centimeters of the father’s blood, citrated, 
were introduced into the superior longitudinal sinus. 
On the third day after the operation enemata 
were expelled with gas and fecal matter. The obstruc- 
tion seemed to be relieved, but the child died at the 
end of the third day from pneumonia secondary to 
peritonitis. Harry W. Frvx, M.D. 


Bargen, J. A., and Weber, H. M.: Regional Migra- 
tory Chronic Ulcerative Colitis. Surg., Gynec. & 
Obst., 1930, 1, 964. 


Twenty-three cases of localized chronic ulcerative 
colitis were observed at the Mayo Clinic in the year 
1928-29. Fifteen of the patients were males. The 
duration of the symptoms before the patients came 
to the Clinic varied from four months to thirteen 
years. The treatment included, primarily, the use of 
specific serum and vaccine. Four of the patients 
underwent ileocolostomy; one, ileostomy; another 
cecosigmoidostomy; and another, ileostomy fol- 
lowed first by colectomy and later by ileosigmoidos- 
tomy. Fifteen of the patients were cured, three are 
doing well, and five have died. 

The authors conclude that regional, segmental, 
localized, or migratory ulcerative colitis is a form of 
chronic ulcerative colitis which is more difficult to 
recognize than the usual type of chronic ulcerative 
colitis, and that as soon as the diagnosis is estab- 
lished specific treatment should be instituted. 


Morrison, L. B.: The Réle of the X-Ray in the Diag- 
nosis of Carcinoma of the Colon. New England 
J. Med., 1930, cciii, 441. 

Richardson, E. P.: The Diagnosis and Principles of 
Treatment of Carcinoma of the Colon. New 
England J. Med., 1930, cciii, 455. 

Jones, D. F.: Diverticulitis of the Colon. Its Rela- 
tion to Carcinoma. New England J. Med., 1930, 
ccili, 459. 

Cheever, D.: The Results of Treatment of Carci- 
noma of the Colon at the Peter Bent Brigham 
Hospital, Boston. New England J. Med., 1930, 
ccili, 462. 


Morrisson: The opaque meal is of value in 
demonstrating the motility and the position of the 
colon, lesions of the proximal colon such as inflam- 
matory processes in the cecum and ascending colon 
(tuberculosis, abscess, certain types of carcinoma, 
and gumma), diverticula, and complete obstruc- 
tions. The barium enema, however, gives a more 
satisfactory picture of the lesion and colonic outline. 
Proper preparation of the patient by the administra- 
tion of oil and a cleansing enema prior to the ex- 
amination is imperative. The roentgenologist should 
know the history of the case, and in doubtful cases 
repeated examinations should be made. 

RICHARDSON: Cancer of the colon, whether ob- 
structive or not, is a favorable type for cure. The 
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difficulty in obtaining better results lies, not in in- 
operability, but in operative mortality. In reducing 
the operative mortality the following principles of 
treatment should be stressed: drainage of the bowel 
to overcome obstruction, thorough mobilization of 
the bowel before resection, care in the preservation 
of the blood supply, drainage of the suture line, the 
avoidance of resection under certain circumstances 
and of immediate anastomosis by exteriorization of 
the growth before resection, and, in occasional cases, 
the formation of a permanent artificial anus. 

Jones: The occurrence of bleeding with diverticu- 
litis of the colon is so rare that it is far safer to at 
least explore all cases of supposed diverticulitis with 
bleeding than to treat them medically. If all such 
cases were operated upon, there would probably be 
an error of 8 per cent, whereas if none were operated 
upon there would be an error of 24 per cent. The 
result of the error of operating unnecessarily is not 
serious, but the result of neglecting to operate means 
a mortality of 24 per cent. 

There is no longer any reason for considering resec- 
tion in cases of diverticulitis because of the fear of 
carcinoma. Recent statistics indicate that cancer is 
associated with diverticulitis in only from 1.7 to 8 
per cent of the cases whereas the mortality from 
resection remains at from 12 to 22 per cent. 

CHEEVER: A survey of the patients treated at the 
Peter Bent Brigham Hospital, Boston, for carci- 
noma of the colon reveals that this localization of 
carcinoma is more favorable than any other in the 
abdominal cavity. While some carcinomata of the 
colon are fulminating, the majority metastasize 
slowly and give indications of their presence early 
enough for lasting relief, if not a cure, from opera- 
tion. The mortality of radical operation is less than 
20 per cent. A closer selection of cases is probably 
not justifiable, though it would undoubtedly result 
in a decrease in the mortality. If radical operations 
for carcinoma of the colon were performed by only a 
limited group of surgeons, the mortality rate would 
probably be reduced to 15 per cent or lower. Appar- 
ent involvement of lymph nodes which cannot be 
removed should be regarded as a contra-indication 
to resection, as the enlargement of lymph nodes may 
be due to inflammation rather than the carcinoma. 
In cases with severe symptoms, palliative operations 
are well worth while though they carry a high mor- 
tality. Georce A. Cottett, M.D. 


Marmasse, J.: Acute Appendicitis as a Sequela of 
Labor (Appendicite aigué des suites des couches). 
Presse méd., Par., 1930, XxXviii, 1122. 

The woman whose case is reported was a pri- 
mipara who had been examined without gloves and 
given an injection by a midwife whose hands had 
been disinfected with gomenol. After almost two 
days of labor, delivery was effected with forceps. 
There was no perineal laceration and no hemor- 
rhage, and the uterus began to contract quickly. 
The puerperium was normal for thirty-six hours, but 
at the end of that time the patient had a chill, her 
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temperature rose to 39.8 degrees C., and spontane- 
ous and provoked pain developed on the left side of 
the uterus, at a distance from the uterine horn. 
The uterus was one fingerbreadth below the 
umbilicus and slightly contracted. Urination was 
spontaneous. 

Ice was applied to the uterus, uroformin was ad- 
ministered, and an injection of pyoformin was given. 
The next morning the patient had another chill and 
her temperature rose to 39.6 degrees C. The pains 
had ceased completely since the expulsion of two 
clots, but vomiting occurred. The uterus was con- 
tracted and the cervix closed. The pain then re- 
curred on the right side about three fingerbreadths 
from the uterine horn. Appendicitis was suspected. 
With attacks of pain in the right iliac region and 
vomiting, the signs became clearer. During the 
next two days the general condition improved, but 
on the sixth day after delivery there was a sudden 
attack of pain, nausea, and syncope with elevation 
of the temperature. The pulse was 120 and weak. 

Operation disclosed cedema of the peritoneum. 
When the peritoneum was opened, about % liter of 
pus flowed out. The appendix, which was gangre- 
nous and divided in the middle, was removed and the 
abdominal cavity washed out with ether. The uterus 
and adnexa were normal. 

For several days after the operation the general 
condition was poor. On the eighth day the drains 
were removed. The patient did not nurse her child 
for sixteen days, but eight days after she returned 
home she was able to give it all its nourishment. 

Marmasse compares this case with an unpublished 
case observed by Metzger. Metzger was called to 
see a patient who had a temperature of 38.7 degrees 
C. and was losing blood abundantly three days after 
delivery. Her general condition was very poor. 
Examination revealed placental débris the size of an 
orange. This was removed, ice was applied to the 
uterus, and 500 c.cm. of physiological salt solution 
were administered subcutaneously. In the evening 
the temperature was normal. The next two days 
passed without incident, but during the evening of 
the third day the temperature rose to 39 degrees C. 
and continuous vomiting occurred. The uterus was 
not painful. The facies suggested peritonitis, but 
the lochia were odorless. Operation for appendicitis 
was performed under ether anesthesia. The appen- 
dix contained pus. The patient left the hospital in 
good condition on the tenth day. The early diagnosis 
was responsible for the satisfactory result. Appen- 
dicitis in the puerperium should be treated as if the 
patient were not in the puerperal state. 

Two cases are cited from the literature. Pacer. 
Gordon-Watson, Sir C., Lacassagne, Cade, S., 

Lockhart-Mummery, J. P., and Others: Dis- 
cussion on Radium in the Treatment of Car- 
cinoma of the Rectum and Colon. Proc. Roy. 
Soc. Med., Lond., 1930, xxiii, 1465. 


In this discussion it was rather generally agreed 
that in an operable case of carcinoma of the colon 


in which the general condition is good, surgery js 
much to be preferred to radium irradiation. While 
radium will occasionally arrest the growth of « far. 
advanced inoperable carcinoma of the rectum, its 
results in operable growths does not justify its use 
in preference to surgery when the growth can be re- 
moved by operation. Sometimes apparently iden- 
tical tumors react differently to radium, one type 
being radiosensitive and the other radioresistant. 
Radium is indicated in the cases of old and feeble 
patients, those with a complication precluding 
operation, those who refuse to submit to colostomy, 
and those who are under thirty years of age. ; 

Most of the surgeons taking part in the discussion 
prefer interstitial therapy, i.e., the introduction of 
radium needles through the rectum or anus. or 
intraperitoneally in growths at or above the recto- 
sigmoid. The needles are filtered with from 0.8 to 1 
mm. of platinum and are left in situ for from seven 
to ten days. The use of radon seeds is easier and 
associated with less danger of peritonitis from 
leakage, but on account of the diminishing intensity 
of the seeds, is more apt to be followed by recurrence. 
The ideal irradiation is a well-screened dose applied 
for a long time. Least satisfactory is irradiation of 
the lumen of the bowel. 

The primary irradiation is the most efiective. 
When a growth barraged with radium does not 
regress in two months, a repetition of the irradiation 
will be useless. If there is some retrogression but 
not complete disappearance, further irradiation is 
indicated. However, an overdose may result in 
stricture. Cases treated with the correct dosige 
show absence of sepsis, a well-marked radium tilm 
(firmly adherent exudate in from ten to fourteen 
days), rapid resolution of the growth, restoration of 
the normal epithelium, and limited fibrosis. The 
correct dosage is sometimes quite difficult to obtain 
as the difference between the lethal dose for normal 
cells and that for cancer cells is slight. 

A few patients whose cases were reviewed remained 
well for three and a half years. In a greater number, 
the hemorrhage, pain, and discharge were diminished 
and the progress of the lesion delayed. 

The best results from treatment with radium are 
obtained in epitheliomata, which sometimes dis 
appear very quickly. Radium irradiation is indi- 
cated chiefly in the cases of old persons not suitable 
for operation. In such cases the results are good and 
if the growth is detected at a fairly early stage, there 
will be no necessity for a colostomy. 

In some cases radium may be used to treat the 
lines of spread of a neoplasm after local resection of 
the growth. Harry C, SAttzstern, M_!) 


Le Souéf, L. E.: Fistula-in-Ano. Med. J. Aus 
1930, ll, 185. 

Practically every anal fistula follows an abscess 
in the anal region which has either not been trea‘ed 
or has been treated incorrectly. Approximately 37 
per cent of patients with anal fistulae have been sub- 
jected to previous operations. 





SURGERY OF THE ABDOMEN 29 


Hippocrates recognized anal fistula and outlined 
a rational method of treatment for it. Arderne 
(1307-1377) treated the condition successfully by 
open drainage. 

It is essential to remember that the mucocu- 
taneous line is at the point of greatest narrowing of 
the large bowel and is most sensitive to trauma and 
irritation. The internal sphincter is a thickening of 
the circular muscular coat of the rectum without a 
separate nerve supply. The external sphincter, on 
the other hand, has an individual nerve supply and 
can be relaxed voluntarily. 

The levator ani muscles form two broad sheets of 
muscle fibers surrounding the rectum posteriorly and 
interlacing with the fibers of the musculature of the 
rectum and internal sphincter. 

The anal canal and lower portion of the rectum 
are surrounded by a pad of loose fatty tissue which 
is continuous with the cellular tissues of the ischio- 
rectal fosse. There are no fascial sheets to serve as 
barriers to the extension of infection, and a poor 
blood supply is further embarrassed by the pressure 
of the sitting posture. 

Anal fistula is more common in men than women, 
and is favored by occupations requiring much sitting. 
Its most common causes are ischiorectal abscess, 
tuberculosis (15 to 20 per cent of cases), stricture of 
the rectum, and foreign bodies. A fistula practically 
always results from an abscess in the region of the 
rectum. As a rule the abscess has its origin in a 
tear or wound of the mucosa at the mucocutaneous 
junction from which infection spreads to the ischio- 
rectal fossa. The abscess should be freely incised to 
its limits and unroofed by excising the skin of each 
quadrant formed by a crucial incision. The cavity 
should be lightly packed with gauze to insure healing 
from the depths by granulation. Subcutaneous, sub- 
mucous, pelvirectal abscesses require adequate in- 
cision and open drainage. 

In 102 cases of anal fistula, Le Souéf encountered 
49 simple direct fistula (21 anterior, 23 dorsal, 5 
lateral), 42 horseshoe fistula (18 anterior, 24 poste- 
rior), 4 pelvirectal fistula, 4 ischiorectal fistulae, and 
3 submucous fistule. 

As a rule there is a history of abscess in the anal 
region which discharged spontaneously or following 
incision. After such evacuation a small opening with 
a more or less constant discharge usually persists. 
Pain is not marked. Digital and proctoscopic ex- 
amination should be supplemented by X-ray ex- 
amination with a barium enema or the injection of 
iodized oil. 

The treatment should be surgical as palliative 
treatment has little to offer. Le Souéf describes the 
operative treatment in detail, including the prepara- 
tion and position of the patient, the anesthesia, and 
the instruments employed. The operative pro- 
cedures may be: (1) excision of the fistula, the 
wound being left open, (2) incision of the fistula, 
the wound being left open, (3) excision of the fistula 
followed by suturing of the wound, or (4) a com- 
bination of these procedures. Possible postoperative 


complications include hemorrhage, urinary reten- 
tion, and incontinence. The after-treatment should 
be directed toward obtaining healthy granulation 
from the bottom of the wound. Delay or non- 
healing is due to inadequate operation, incorrect 
postoperative treatment, or complicating consti- 
tutional conditions. ALTON OcHSNER, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


DeCourcy, C., and Thuss, O.: Liver Function: 
With Special Reference to the Sympathico- 
Adrenal Response Test. Ohio Stale M.J., 1930, 
XXVi, 669. 

In chronic liver disease the impairment of hepatic 
function is determined chiefly by the amount and 
distribution of scar tissue. In portal cirrhosis in 
which the fibrosis is so situated that it does not 
interfere with the compensatory hyperplasia that 
takes place, functional efficiency remains high. 
When the hyperplasia can keep pace with the injury 
(as in the hypertrophic form) the prognosis is better. 
When the fibrosis is early and diffuse and interferes 
with hyperplasia, holding the tissues in a vise-like 
framework (atrophic type), function is greatly di- 
minished and disturbances such as obstruction of the 
portal vein soon result. In gummatous cirrhosis 
the pathological changes are localized or scattered, 
and do not interfere with compensatory hyperplasia. 

Simpson and Macleod state that the liver glycogen 
is the only source of the blood sugar since muscle 
glycogen is converted after mobilization into lactic 
acid and the latter must then be synthesized into 
liver glycogen before it can supply the blood with 
sugar. 

Cannon has recently called attention to evidence 
that the process of storage by segregation in hepatic 
and muscle cells is dependent upon the secretion of 
insulin. Removal of the pancreas causes the prompt 
appearance of hyperglycemia and a reduction in 
the hepatic glycogen reserves. The administration 
of insulin to sugar-fed depancreatized dogs reduces 
the blood sugar to the normal percentage and causes 
glycogen to accumulate again in large amounts in 
the liver. 

In studying the relationship between the forma- 
tion of bile and glycogen in the liver, Forsgren noted 
that the glycogen was low when the bile was greatest 
in amount and vice versa. He found also that the 
glycogen is first deposited around the central vein 
of the lobule and remains there longest. This shows 
why, in obstruction of the common duct, the glyco- 
gen content of the liver decreases. 

The authors observed early in their studies that 
the glycogenic function of the liver is the pivot 
around which the other functions revolve, and that 
when the liver contains a large reserve of glycogen 
it is less susceptible to degeneration. 

In the investigations reported by the authors the 
following determinations were made: 

1. The sympathetico-adrenal response. 
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2. The retention of bromsulphalein. 

3. The urobilin content of the blood (acriflavine 
used as a standard, as described by Blankenhorn). 

4. The serum bilirubin (van den Bergh test). 

5. The bile acid content of the blood (modified 
Pettenkofer test). 

6. The blood cholesterol. 

7. The blood platelets. 

Studies were made of normal persons, persons 
with borderline conditions such as early cirrhosis 
and gall-bladder disease without jaundice, and 
persons with marked hepatic disease. 

Before the sympathico-adrenal response test was 
made the subject was given a full diet. Before 
breakfast on the day of the test a blood-sugar 
estimation was made. Immediately thereafter, 
¥% c.cm. of a 1:1,000 solution of adrenalin chloride 
was injected subcutaneously. After the injection 
blood was taken every fifteen minutes for one hour 
and the blood-sugar curve plotted. 

In the cases of normal adults, the curve usually 
rose to a height of about 30, 40, or 50 mgm., and 
often to 60 and 70 mgm. in the first half hour and 
then declined slightly to the hour point. The ma- 
jority of the curves showed an average rise between 
30 and 40 mgm. over the fasting level. In the cases 
of patients with borderline conditions and those with 
severe hepatic disease the rise was delayed, the 
average rise was 12 mgm. per cent above the fasting 
level, and the curve was often depressed 5 or 10 
mgm. per cent. 

The authors believe that this test will show a 
deficiency of the carbohydrate metabolism in the 
liver in hepatic disease. Cartes F. DuBots, M.D. 


Williams, B., and McLachlan, D. G. S.: 
Etiology of Cholecystitis. 
342. 


Whereas formerly gall stones were supposed to be 
produced by the simple chemical precipitation of 
cholesterol as a result of hypercholesterolamia, in- 
fection is now regarded as an important factor in 
their formation. The authors report experiments 
undertaken with the object of investigating the 
occurrence of streptococci in cholecystitis and the 
power of these micro-organisms to attack the gall 
bladder of animals when injected intravenously. 
Attention was directed toward cholecystitis rather 
than cholelithiasis. 

Of four cases of acute cholecystitis, including 
gangrene, the bacillus coli were found in all and the 
bacillus welchii in two. 

Of ninety-three cases of chronic cholecystitis, in- 
cluding empyema and mucocele, streptococci were 
obtained from the gall-bladder wall in fourteen (17 
per cent) and colon bacilli in nineteen (23 per cent). 
From the contents of the gall bladder, streptococci 
were isolated in twenty-one cases (26 per cent) and 
colon bacilli in sixteen (20 per cent). 

Of nine cases of cholesterosis with a typical straw- 
berry appearance of the mucosa, streptococci and 
the bacillus coli were isolated in one case. 


The 
Lancet, 1930, ccxix, 


The low incidence of micro-organisms is of interest 
as inflammatory changes are nearly always present. 
The results of cultures are often surprising. The 
specimens most likely to give a growth are those 
with a thick and oedematous wall. Thick tarry bile 
is usually sterile, while white bile is nearly always 
infected. ; 

A classification of the strains of streptococci ob- 
tained from cultures was made. Half of the strains 
corresponded definitely to the enterococci which 
occur normally in the bowel, and the other half re- 
sembled the salivary and gamma streptococci. \ost 
frequent among the other organisms were the colon 
bacilli and the next most frequent the bacillus lactis 
aérogenes and the bacillus welchii. The incidence 
of the bacillus welchii is of interest because oi the 
recent work on the use of bacillus welchii serum in 
acute abdominal conditions. 

Of thirty-one rabbits given intravenous injections 
of streptococci, bacillus coli, bacillus paratyphosus, 
and staphylococcus aureus according to the methods 
of Wilkie and Rosenow, only two developed gross 
evidence of lesions in the gall bladder. In onc, the 
lesions developed after the injection of streptococci 
and in the other after the injection of the bacillus 
coli. 

The injection of streptococci into the wall of the 
gall bladder resulted in slight thickening of the gall- 
bladder wall, but a similar change was observed 
when sterile saline solution was injected. 

According to the authors’ experience, bile has no 
great inhibitory action on the growth of the ma- 
jority of non-hemolytic streptococci and the 
organisms isolated have very little power to localize 
electively in the gall bladder of experimental 
animals. Norman G. Parry, M.D 


Morone, G.: Experimental Mycotic Cholecystitis 
(Colecistici micotiche sperimentali). Arch. itul. di 
chir., 1930, XXvi, 109. 

The author is impressed by the scarcity of reports 
on mycotic infections of the biliary tract. He reports 
the results of a series of studies on infection o/ the 
gall bladder of the guinea pig by sporotrichum beur- 
mani and mucor racemosus. Initially these mycetes 
caused an acute cholecystitis of an infiltrating scrous 
type or, less frequently, a mild suppurative type. In 
some instances the acute cholecystitis was followed 
by practically complete recovery, but in others the 
inflammation soon became chronic, as manifested by 
cholecystitis of the sclerotic, atrophic, hypertrophic, 
hydropsical, suppurative, and granulomatous ty pcs, 
and in one instance a peculiar cystic cholecystitis. 
The chronic changes, especially those of the suppura- 
tive variety, were easily produced by fungi of low 
virulence. 

Strawberry gall bladder was never seen at any 
time in the course of the mycotic infection. Not un- 
commonly, however, there was a precocious hyper- 
plasia of the mucous membrane with the formation 
of pseudo-adenomatous formations, changes \)\ich 
sometimes extended into or through the gall-bla:ider 
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wall. Spread of these changes to the large bile ducts 
was pot infrequent. A peculiar plastic pericholecys- 
titis »as common. In one instance a typical gastric 

._ppeared as a complication. 

fungi were recoverable from the gall bladder 

stages of the process and as late as fourteen 
montis after the infection. In vitro the bile did not 
exhibit the development of the mycetes. Rarely 
were secondary organisms found. When they were 
present they did not materially change the course of 
the cholecystitis. A. Louis Rost, M.D. 


Murphy, G. T.: The Effect of Acute Experimental 
Cholecystitis on the Emptying of the Gall 
Bladder. Arch. Surg., 1930, xxi, 300. 


In experiments on a series of ten animals the 
author studied the effect on the emptying of the gall 
bladder of chemical cholecystitis produced by the 
intravenous injection of eusol. Direct observations 
and roentgenograms of the gall bladder were made 
following the administration of a meal rich in egg 
yolk and cream. In only a single instance was there 
any evidence of emptying. The observations there- 
fore seem to indicate that the acutely inflamed gall 
bladder does not empty after the usual test meal. 


Walsh, E. L., and Ivy, A. C.: The Etiology of Gall 
Stones. Ann. Int. Med., 1930, iv, 134. 


In experiments carried out by the authors, human 
gall stones of the mixed cholesterin-calcium-pigment 
type were washed with sterile salt solution, weighed, 
and placed in the gall bladders of dogs given a stock 
diet of corn meal, bread, and bone soup. ‘The rate 
of disappearance of the stones was then followed by 
X-ray examination. 

In eight dogs the average amount of stone dis- 
solved in sixty-five days was 56 per cent; the maxi- 
mum, 87 per cent; and the minimum, 24 per cent. 
If a definite chronic fibrous cholecystitis followed the 
introduction of the stone the loss of weight was small 
(3 to 5 per cent) and light yellow bile of low specific 
gravity was found in the gall bladder. Gall stones 
placed in the peritoneal cavity showed no material 
change in weight. 

The addition of olive oil and cocoanut oil to the 
diet failed to alter the rate of solution of the stones 
materially. When olive oil was used, the average 
amount dissolved was 53 per cent; the maximum, 86 
per cent; and the minimum, 21 per cent. When 
cocoanut oil was employed, the average amount of 
stone dissolved was 60 per cent; the maximum, 100 
per cent; and the minimum, 35 per cent. The differ- 
ence of 4 per cent over the control group is regarded 
by the authors as insignificant. 

Ligation of the cystic duct and stricture of the 
common duct produce certain histological changes, 
such as hyperplasia and fibrosis, in the gall-bladder 
mucosa and lymphoid tissue and a lowering of the 
specilic gravity and a thinning of the bile. A diffuse 
librous cholecystitis prevents the solution of gall 
stones through failure of the affected gall bladder to 
concentrate the bile. In experiments carried out by 


the authors in which continuous reverse peristalsis 
with duodenal stasis and abnormal motility were 
obtained by the formation of a reverse duodenal 
loop, marked hyperplasia of the gall-bladder mucosa 
and lymphoid tissue resulted and after several 
months the bile was found to be thick and to contain 
sediment of the pigment and carbonate type. 

Experiments in vitro showed that human bile, 
the two chief salts, and diluted dog’s bile possess no 
solvent action on human gall stones. 

Soap, especially the soap of lauric acid, is a potent 
solvent of cholesterin and the mixed type of human 
gall stones. 

There is a marked difference between human 
and dog bile as far as the ability to saponily 
cholesterin is concerned. ‘The authors believe 
this explains why gall stones of the cholesterin 
variety have never been produced in the dog, and 
why the dog’s gall bladder dissolves human gall 
stones. Norman G. Parry, M.D. 


Austoni, A.: The Technique of Cholecystectomy 
and in Particular the Ideal Cholecystectomy 
(Sulla tecnica della colecistectomia ed in particolare 
della colecistectomia ideale). Clin. chirurg., 1930, 
vi, 630. 

The surgery of the biliary tract is gradually be- 
coming more important because of better diagnostic 
methods. In this field, unlike most others, post- 
operative drainage is regarded by many as indis- 
pensable. However, Haberer concluded that the 
truly ideal cholecystectomy is subserous removal of 
the gall bladder in which the operative field is cov- 
ered with peritoneum and the abdomen closed with- 
out drainage. 

The author reports a series of 215 cases of biliary 
tract surgery, in 110 of which the so-called ideal 
cholecystectomy was done. These included many 
complicated as well as simple cases. The best time 
for the operation is during an afebrile period. 
Absence of jaundice is most desirable, but the sur- 
geon should not wait longer than from fifteen to 
twenty days for the disappearance of this condition. 
The gall bladder may be removed even in the 
presence of such complications as empyema, peri- 
cholecystitis, adhesions, and fistula. The cystic 
duct should be doubly ligated, the operative field 
covered as well as possible with peritoneum and the 
abdomen closed without drainage even when hemo- 
stasis or peritonization is not complete or there is 
slight soiling with pus. Austoni’s results show that 
in cases treated by ideal cholecystectomy the mor- 
tality is generally lower and the postoperative 
complications fewer than in those treated by 
cholecystectomy with drainage. 

The principal complications of drainage are de- 
layed healing, infection in the abdominal wall, 
secondary infection with thrombosis in the operative 
field, unfavorable effects on the heart and circula- 
tion, interference with abdominal function, and 
limitation of the excursions of the diaphragm which 
predispose to postoperative pneumonia. 
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The indications for drainage include the impos- 
sibility of isolating and ligating the cystic duct, in- 
secure ligation of the cystic duct, questionable 
viability of the common duct, sepsis in the intra- 
hepatic and extrahepatic bile passages, and mechan- 
ical injuries due to faulty technique 

A. Louis Rost, M.D. 


Gordon-Taylor, G., and Whitby, L. E. H.: A 
Bacteriological Study of Fifty Cases of Chole- 
cystectomy with Special Reference to Anae- 
robic Infections. Brit. J. Surg., 1930, xviii, 78. 

As a result of the work done by Rosenow, Wilkie, 
and others, attention has been drawn to the impor- 
tance of streptococci in the production of gall-bladder 
disease and the theory has been advanced that 
cholecystitis is due to blood-borne bacterial emboli 
from remote foci, such as apical dental infections, 
which set up infection of the gall-bladder wall. 

The older view that gall stones and cholecystitis 

arise from the penetration of intestinal bacteria into 

the lumen of the gall bladder has therefore been 
superseded and there is perhaps a tendency to over- 
emphasize the part played by streptococci and to 
regard intestinal bacteria as terminal rather than 
primary causal agents. However, the frequent 
presence of intestinal bacteria in gall-bladder in- 
fections cannot be denied, and it is indisputable that 
the anatomical position of the liver and gall bladder 
definitely favors infection of these organs from the 
intestinal tract. Moreover, the activities of intes- 


tinal bacteria are almost invariably accompanied by 
acid production which is of great importance in the 


precipitation of cholesterol and therefore in the 
formation of gall stones. 

To the usual list of intestinal bacteria found in 
gall-bladder infections the authors add bacillus 
welchii, an organism with remarkable acidogenic 
properties, which was found in 9 of 50 consecutive 
cases. They emphasize the importance of routine 
anaérobic as well as aérobic cultures. 

Of the 50 cases reviewed, the bacillus coli was 
found in 15, the bacillus welchii in 9, the strepto- 
coccus fecalis in 14, the staphylococcus albus in 8, 
the staphylococcus aureus in 1, the bacillus para- 
typhosus in 1, and the bacillus acidi lactici in 1. In 
8 the cultures were sterile. 

A review of about 2,000 cultures of the fluid con- 
tents of the gall bladder, the gall-bladder wall, and 
gall stones shows that the intestinal bacteria are 
the most common micro-organisms to be found in 
gall-bladder infections. Only a small percentage of 
the cultures showed the bacillus welchii. However, 
this fact gives no indication of the incidence of 
anaérobic infection because in many cases anaérobes 
were not looked for. The bacillus welchii is asso- 
ciated mainly with the acute forms of cholecystitis, 
but was present also in 13 per cent of gall stones re- 
moved at autopsy. Accordingly, there is some 
evidence for the belief that the bacillus welchii may 
be a primary cause of gall-bladder infection. Con- 
gestion of the gall bladder caused by the pressure 


of a loaded colon, ptosis, or the internal pressure of 
the gall-bladder contents is very favorable for the 
multiplication of bacillus welchii. 

The streptococci isolated were not of the hiwmo- 
lytic variety. The most probable route of infection of 
the gall bladder by these micro-organisms is by way 
of the portal system to the liver and thence b+ the 
periportal lymphatics. 

Gall stones may form as the result of a compara- 
tively mild inflammation of the gall bladder. hey 
favor fresh infection, the development of more «cute 
cholecystitis, and persistence of the original infec- 
tion. When the inflammatory process is of long 
duration, bacteriological examination may show 
the gall bladder and its contents to be sicrile. 
Therefore the stones become the tomb of the c::usal 
bacteria. Norman G. Parry, M.D. 


Sanders, R. L.: The End-Results of 500 Cases of 
Cholecystectomy. Ann. Surg., 1930, xcii, 3>4 


In the 500 cases of cholecystectomy reviewe:! the 
average age of the patients was forty-three \ cars. 
The youngest patient was four years and the cidest 
eighty-three years of age. The mortality was 4 per 
cent. 

In 78.2 per cent of the cases the chief complaints 
were epigastric pain, fullness, gas, and bloxting. 
Gall-stone colic occurred in 59.2 per cent, but stones 
were found in only 4o per cent of the gall bladders 
removed. Jaundice was present in 23 per cent of the 
cases, and nausea and vomiting occurred in 51 per 
cent. 

Cholecystectomy alone was done in 35.6 per cent. 
In 5.8 per cent, cholecystectomy and choledochot- 
omy were done; in 49 per cent, cholecystectomy and 
appendectomy; and in 9.6 per cent, cholecystectomy 
and pyloroplasty. The importance of the complete 
eradication of all intra-abdominal disease is em- 
phasized. The author today closes the abdomen 
without drainage in more than 70 per cent of cases, 
but in 65.6 per cent of this series of cases drainage 
was employed. In the cases of closure without 
drainage it never became necessary to re-opeti the 
abdomen and as a rule the convalescence was 
smoother and shorter than in the others. he 
average stay in the hospital was sixteen and |ive- 
tenths days in cases with drainage and fourteen and 
six-tenths days in those without drainage. Infection 
occurred in 6 per cent of cases with tight closure and 
14 per cent of those with drainage. 

In the cases with drainage there was a mort.ili 
of 6 per cent. The chief causes of death 
pneumonia, myocardial and hepatic insufficiency, 
and shock. 

The author believes that when the cystic duc! ind 
artery are tied together there is less dange’ ol 
leakage. 

All of the gall bladders were studied by a pa: ).l- 
ogist. Only 5.8 per cent presented the mild type 
of cholecystitis. Strawberry gall bladder was find 
in 10 per cent of the cases and relief was ' vst 
marked after removal of this type. 
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The end-results in 352 cases were as follows: 


Complete relief of symptoms 

Partia! relief of symptoms 

Xo benefit or symptoms made worse 

Digestion much improved 

Only partial relief 

Digestion not benefited or made worse 

No colic 

Recurrent colic 

No subsequent jaundice 

One or more attacks of jaundice 

Condition of wound satisfactory............... 
Bulge or hernia 5 

In 2 of the cases in which postoperative jaundice 
occurred it was accounted for by the discovery of 
stones in the common duct, but in the others the 
cause was less certain. 

Most of the unsatisfactory end-results occurred 
in cases in which there was cholecystographic evi- 
dence warranting operation, but not a good clinical 
history. In most of the cases in which no relief was 
obtained there was a mild cholecystitis. 

Norman G. Parry, M.D. 


LpPAPAKIWOO DO 


Chiray, M., Jeandel, A., and Salmon, A.: Clinical 
Exploration of the Pancreas and the Intra- 
venous Injection of Purified Secretin (L’ex- 
ploration clinique du pancréas et Vinjection intra- 
veineuse de sécrétine purifiée). Presse méd., Par., 
1930, XXVI1ll, 977. 

The authors review the laboratory methods used 
for the study of the external pancreatic secretion, 
methods which measure the activity of the funda- 
mental diastases of this secretion, trypsin, amylase, 
and lipase. In the older, indirect methods, analysis 
of the pancreatic ferments is made sometimes in the 
stool, sometimes in the blood, and sometimes in the 
urine. 

In studying the pancreatic secretion provoked by 
foods, the authors chose milk, but tests made with 
milk were fatiguing to the patient and sometimes 
difficult. The secretin test is more simple, rapid, 
and exact. The intravenous injection of a dose of 2 
ampoules of secretin diluted in 6 c.cm. of twice dis- 
tilled water gives quick results. With the sound in 
place and a sample of Bile A collected, the complete 
emptying of the gall bladder is brought about by two 
intraduodenal instillations of a hot 33 per cent 
solution of magnesium sulphate. The instillations 
are separated by an interval of fifteen or twenty 
minutes. After the Bile B has flowed out, a few 
centimeters of the Bile C are recovered for com- 
parison. 


In normal cases, the pancreatic response occurs 


almost immediately, usually before the end of the 
first minute. Samples of the pancreatic secretion 
should be taken every five minutes and tubes pre- 
pared immediately for examination of the ferments. 
rhe authors analyze the lipase by the Bondi method 
with the modification of Chiray and Milochevitch, 
and the trypsin by the method of Gaultier, Roche, 
and Barratte. 


The intravenous injection of secretin is followed 
almost immediately by a marked increase in the out- 
put of secretion. When the latter stops or almost 
stops, it nearly always begins to flow abundantly 
again and nine or ten samples can be obtained at 
intervals of five minutes. The collection in from 
fifteen to twenty-five minutes amounts to about 
150 c.cm. In the first tubes from to to 30 c.cm. 
is collected in five minutes. The output then be- 
comes progressively less and may even stop sud- 
denly. 

In pathological cases the curve may be very 
similar, but the figures are lower. Sometimes the 
output which is somewhat accelerated at first grad- 
ually diminishes to insignificant amounts which 
cannot be analyzed. There is also a deficiency in the 
enzyme content. 

The secretin test was used by the authors on 
normal persons and in twenty-nine cases of chole- 
cystitis, two cases of cyst of the pancreas or non- 
cancerous hypertrophic pancreatitis, two cases of 
diabetes, and two cases of digestive atony. When 
the gall bladder is atonic, the cholecystokinetics 
used at the beginning of the test do not completely 
empty it and emptying is accomplished by the intra- 
venous injection of secretin. This hormone appears 
to have a great cholecystokinetic power which may 
interfere with the collection of pancreatic juice. 

PACE. 


Mouzon, J.: Partial Pancreatectomy in the Treat- 
ment of Conditions of Hyperinsulinism (La 
pancréatectomie partielle dans le traitement des 
états d’hyperinsulinisme). Presse méd., Par., 1930, 
XXXVI, 1157. 

Mild forms of spontaneous hyperinsulinism have 
been noted in certain diabetics with instability of 
the blood sugar rendering insulin treatment impos- 
sible and in non-diabetic persons suflering from 
obesity or hypertension. These are manifested by 
attacks of asthenia and hunger associated with hypo- 
glycemia such as may follow a large dose of insulin 
and may be entirely relieved by the administration 
of carbohydrates. In more severe forms, convulsive, 
confusional, and apoplectiform phenomena may de- 
velop suddenly and the condition may prove fatal 
unless it is promptly relieved. The treatment is 
simple, consisting merely in the administration of 
sugar water. 

In some instances severe hyperinsulinism is due 
to a hyperplastic lesion or tumor of the pancreas. 
As an example, the author reviews a case studied by 
Wilder, Allan, Power, and Robertson in 1927. The 
patient was a physician aged forty years who, in 
1920, had been subjected to gastro-enterostomy and 
appendectomy on account of pain in the region of 
the stomach. This treatment was followed by relief, 
but in February, 1922, and January, 1925, the 
epigastric pain recurred. Glucose was then found in 
the urine. A few months after the recurrence of the 
pain in 1925, the patient began to have sudden 
attacks of fainting with paresthetic numbness of 
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the tongue and lips, abundant sweating, and trem- 
bling. These came on with increasing frequency be- 
fore meals and after effort. The patient found that 
he could prevent them if, when he noted the first 
symptoms, he had time to eat something or take a 
sweet drink. It became necessary for him to in- 
crease his meals. Soon he noted epigastric pain and 
abdominal heaviness after meals. He gained weight, 
became pale, and developed furunculosis. The liver 
was large, firm, and painless. Tests showed that 
from 20 to 25 gm. of glucose were required per hour 
to maintain the blood sugar at a satisfactory level. 

At exploratory operation, the pancreas was found 
to be enlarged and hard. The body and tail were 
irregular, but the head was almost normal. The 
pancreatic tumor had metastasized to the right lobe 
of the liver. On account of the presence of chole- 
cystitis, a cholecystectomy was done. 

After the operation the amount of sugar necessary 
daily increased until it reached 1 kgm. The patient 
died suddenly eighteen months after the first attack 
of hyperinsulinism. The findings at autopsy sug- 
gested that the insular tumor of the pancreas and 
especially its hepatic metastases which were much 
richer in young and active cells continuously put 
into the circulation an insulin secretion, normal or 
modified, which was not controlled by the nervous 
system. 

The author believes that when the diagnosis is 
made before the occurrence of metastases in cases 
of this type exeresis of the pancreatic lesion is the 
logical treatment. ‘Two cases reported in the litera- 
ture confirm this opinion. 

In five cases of hyperinsulinism reported in the 
literature pancreatectomy was performed without 
incident. In four, only partial, temporary, or doubt- 
ful benefit resulted, but in one, which is discussed 
in detail, a complete cure was obtained. In the mild 
forms the number of meals and their carbohydrate 
content should be increased. Pace. 


Perrotti, G.: Attempts at the Surgical Cure of 
Experimental Pancreatic Diabetes by Supra- 
renalectomy (Tentativi di cura chirurgica del dia- 
bete pancreatico sperimentale mediante la surrena- 
lectomia). Ann. ital. di chir., 1930, ix, 631. 


The author reports experiments carried out on 
dogs with regard to the relationship between the 
pancreas, the suprarenal glands, and hyperglycemia. 
Total pancreatectomy alone resulted in severe hy- 
perglycemia, whereas pancreatectomy performed 
simultaneously with or after unilateral suprarenal- 
ectomy was followed by only a very slight hyper- 
glycemia. Moreover, the very marked hyperglyce- 
mia which followed total pancreatectomy was greatly 
reduced by unilateral suprarenalectomy. This effect 
of unilateral suprarenalectomy was temporary be- 
cause of the compensatory hypertrophy of the re- 
maining suprarenal gland. 

Perrotti concludes that in dogs there is a hormonal 
antagonism between the cortex of the suprarenal 
glands and the pancreas. A. Louts Rost, M.D. 


Stetten, DeW.: Subacute Pancreatitis or So-Called 
Acute (dema of the Pancreas. Aun. Surg., 1030, 
xcii, 248. 

Stetten concludes that there is sufficient evidence 
to warrant the belief that a subacute or mild pan- 
creatitis, or so-called acute oedema of the pancreas, 
occurs as a pathological and clinical entity i) 
pendent of gall-bladder diseases though pro! 
due to some primary disturbance in the biliary sys 
tem. It seems probable that this condition is a {. 
runner of acute hemorrhagic or necrotic pancreatiti 
and possibly also of the chronic varieties of pan- 
creatitis. He believes that the clinical picture 
this form of pancreatitis is sufficiently typical } 
diagnosis to be made in most cases. Early operitive 
interference is indicated, usually cholecystectomy 
with splitting of the peritoneum overlying the pan- 
creas and drainage of the surface of the gland, the 
approach being made preferably through the gas- 
trohepatic omentum. 

The discussion of this report indicates tha 
diagnosis of subacute pancreatitis cannot be made 
easily. Some of the surgeons questioned the ad- 
visability of doing a cholecystectomy in casvs in 
which the gall-bladder is perfectly normal when the 
possibility of an acute pancreatitis arising from 
causes outside the biliary system is admitted. 

ELIZABETH CRANS' 


Eliason, E. L., and North, J. P.: Acute Pancreatitis. 
Surg., Gynec. & Obst., 1930, li, 183. 

Eliason and North state that acute pancreatitis is 
not so rare as is generally believed. They report 
their experiences with thirteen cases which the) 
treated during a period of five years. 

The cause of the condition is still doubtful al- 
though many have worked on the problem. ‘lhe 
authors agree with Jones that there are probably 
two types—a mild form associated with chole- 
lithiasis in which infection enters the pancreas by 
way of the lymphatics, and a severe form with mas- 
sive hemorrhage which is due to ductal entrance of 
the infection. In both types there is injury to the 
pancreatic tissue causing conversion of trypsinogen 
to trypsin which digests the tissue. 

The gross characteristic features of acute pan- 
creatitis are a brownish peritoneal exudate, patches 
of fat necrosis, and greenish oedema of the omenium 
and retroperitoneal tissue. 

The diagnosis is so difficult that of a series 0/ 232 
cases reported in the literature, a correct pre-oj)cra- 
tive diagnosis was made in only 31 per cent. | he 
characteristic symptoms are: 

1. Epigastric pain usually radiating to the | 
at the same level or to both shoulders. It is vor 
severe, but undergoes remissions which allow the 
patient to resume his work, thus differing from 
pain of acute perforation and biliary colic. Di 
the attacks of pain the patient assumes a posi 
of moderate relaxation in the right lateral decu!)'\\'s 
position. 

2. Persistent vomiting. 
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3. Shock. This occurs usually in the fulminating 
cases. 

,. Slate-gray cyanosis of the upper part of the 
body. This has been seen in 4o per cent of the cases 
and is pathognomonic. 

5. Constant tenderness. 

6. A high leucocytosis. 

Rigidity is seldom marked, and a mass is found 
only in late cases with a cyst or abscess. Contrary 
to general opinion, glycosuria is seldom present. 

In the treatment given by the authors all necrotic 
pockets are opened with the blunt forceps or cautery 
and drainage is established with soft cigarette 
drains. The advisability of coincident biliary sur- 
gery depends upon the pathological changes found 
and the patient’s general condition. 

Danish surgeons prefer expectant treatment, 
operating only in cases of peritonitis or abscess 
formation. In the cases in which the authors oper- 
ated immediately, the mortality was about 75 per 
cent, whereas in all of those in which they deferred 
operation, recovery resulted. In addition to the 
immediate hazard of surgery there is danger of post- 
operative complications. The latter include: (1) 
secondary hemorrhage due to tryptic digestion of 
the vessel walls, (2) Whipple’s syndrome of pan- 
creatic asthenia, (3) persistent sinus, and (4) ven- 
tral hernia. Recurrences and residual abscesses are 
not uncommon. Most of these complications are 
due to the operation itself. The authors therefore 
conclude that, as in acute cholecystitis and acute 
salpingitis, operation should be deferred until after 
the acute phase if possible. 

Maurice L. Date, M.D. 


Petridis, P.: Egyptian Splenomegaly (La spléno- 
mégalie égyptienne). Ann. d’anat. path., 1930, vii, 
637. 


Petridis reports with considerable detail two cases 
of Egyptian splenomegaly in natives of Egypt and 
discusses the disease from various standpoints. 

This condition, which resembles Banti’s disease or 
splenic anemia, is frequent in Egypt. It is found in 
10 per cent of autopsies on natives performed at the 
government hospital at Cairo, and accounts for 7 per 
cent of hospital admissions. It is most frequent 
between the ages of thirty and thirty-five years, but 
of the author’s eight personal cases, three were those 
of children. The disease is apparently contracted in 
childhood or youth and becomes stationary in adult 
life. It is found almost exclusively in the poor, rural 
classes, and almost never in the well-to-do classes or 
Europeans resident in Egypt. 

It has three stages. In the first stage the cardinal 
sign is an increase in the size of the spleen. ‘This 
increase is slow, insidious, and painless. Irregular 


fever occurs in more than 29 per cent of the cases— 


and precedes the splenic enlargement. In the second 
stage, the splenomegaly becomes accentuated, and 
hypertrophic cirrhosis of the liver and pain are 
added to the syndrome. In the third stage, the liver 
atrophies and ascites appears. Splenectomy gives 


good results in the second stage, but is strictly 
contra-indicated in the third stage. It is with the 
appearance of ascites that the condition becomes 
grave. According to Day, the ascites may be caused 
by any one of the following four factors: 

1. Advanced hepatic cirrhosis with destruction 
and degeneration of the parenchyma of the liver. 
Cases with this condition constitute the most im- 
portant group. 

2. Subacute hepatic cirrhosis with associated ne- 
phritis due to intestinal infection. Unless icterus 
appears, this condition, unlike the first, is curable by 
appropriate treatment. 

3. An exacerbation of the disease, announced by 
an attack of fever or diarrhoea. In this condition 
also the ascites may be cured. 

4. Heart failure in older patients. 

Rickets and parasitic diseases are frequently found 
with Egyptian splenomegaly, and bronchitis and 
pneumonia are usual after operation. 

The pathological anatomy of the disease is dis- 
cussed at length and illustrated by a colored plate 
showing fibrous foci with ferruginous incrustation in 
the liver. Day believes that Egyptian splenomegaly 
is a manifestation of schistosoma mansoni infection. 
He holds that the hypertrophy of the spleen is sec- 
ondary to the cirrhosis of the liver. Petridis found 
the eggs of the schistosoma in the liver in one of his 
cases, and agrees with Day that this parasite is the 
cause of the disease. He holds that the fungi re- 
ported as being present in the spleen represent only 
a secondary infection. The condition shows marked 
similarities to Japanese splenomegaly, the pathoge- 
nic agent of which is recognized as being the schisto- 
soma japonica. FLORENCE A, CARPENTER. 


Warner, E. C.: Advanced Banti’s Disease Treated 
Successfully by Ligature of the Splenic Vein. 
Proc. Roy. Soc. Med., Lond., 1930, xxili, 1405. 

In the case reported ligation of the splenic vein 
was done because splenectomy would have been 
dangerous on account of the advanced stage of the 
disease. ‘The ligation was followed by marked im- 
provement in the general health. The blood count 
improved and the liver tolerance and function be- 
came normal. Since the operation the liver and 
spleen have remained the same size as before, the 
veins on the abdominal wall are much smaller, and 
there has been no re-accumulation of ascitic fluid. 

This case shows that when splenectomy is diflicult 
(e.g., on account of adhesions) or might be fatal on 
account of a poor general condition, ligation of the 
splenic vein has almost as good an effect and is 
rapidly performed. Howarp A. McKnicut, M.D. 


Wright, J. H., and Stevenson, E. M. K.: A Case of 
Primary Sarcoma of the Spleen. Glasgow M.J., 
1930, CXiV, I. 

Primary malignant disease of the spleen is very 
rare. The case reported by the authors was that of 
a woman fifty-eight years of age who complained of 
constant pain in the left hypochondrium which 
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radiated upward to within a few inches of the arm- 
pit. Physical examination showed wasting and a 
large mass extending from the subcostal region to the 
umbilicus. The mass was hard and superficial, and 
had a very irregular surface. 

Autopsy revealed a grayish-white tumor contain- 
ing necrotic masses and cavities filled with a turbid 
yellow fluid. The neoplasm had extended to the 
adjacent structures, but no metastases were found. 
Histologically the tumor seemed to resemble the 
endothelial sarcoma described by Ewing. 

M. HerBert Barker, M.D. 


MISCELLANEOUS 


Morison, J. M. W.: Diaphragmatic Hernia. 
Roy. Soc. Med., Lond., 1930, xxiii, 1615. 


Proc. 


The author first reviews the history of diaphrag- 
matic hernia and abstracts cases recorded in the 
literature. He then discusses cases coming under his 
own observation. 

Diaphragmatic hernia may be congenital or ac- 
quired. They are described as “true” or ‘‘false” 
according to whether or not they have a sac. They 
may result from a congenital defect at any time of 
life. Morison suggests the following classification: 


(1) gross structural defects, (2) limited structural 
defects, (3) eventrations (so-called), (4) unilateral 
phrenic paralysis, (5) thoracic stomach, (6) eventra- 
tion through normal openings in the diaphragm, (7) 


lacerations of the diaphragm by wounds, accidents, 
or disease, and (8) the sudden giving way of a con- 
genitally weak part. 

The diaphragm is pierced by numerous structures, 
but the sympathetic trunk and the splanchnic nerves 
pass posterior to it. The openings of importance in 
the development of diaphragmatic hernia are the 
foramen quadratum, in the right lobe of the central 
tendon, for the passage of the inferior vena cava, 
and the oesophageal opening in the muscular sub- 
stance of the diaphragm, posterior to the central 
tendon, which is surrounded by a sphincter-like ar- 
rangement of the crural fibers and transmits the two 
vagi nerves as well as the cesophagus. Among the 
most common diaphragmatic herniz are the pura 
cesophageal hernize which were first described by 
Morgagni. These may be congenital or acquired. 
Those of the congenital type may of course be classi- 
fied as limited structural defects. They arise from 
faulty formation of the diaphragm in the cesophageal 
region. 

The diaphragm is specially suitable for roentgen- 
ological investigation because of the contrast be- 
tween its heavy shadow and the lighter shadow of 
the lungs. In the majority of cases of diaphragmatic 
hernia roentgen examination makes the diagnosis 
certain. An early diagnosis is of great importance 
as there is always danger that a diaphragmatic her- 
nia may become strangulated. 

Morris H. Kann, M.!) 
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UTERUS 


Siesmund, H.: The Dependence of the Uterine 
Musculature upon the Functional Phases of 
the Ovary. Experimental Observations on 
Animals. I. The Reaction of the Uterine 
Musculature During the Menstrual Cycle. 
II. The Reaction of the Uterine Musculature 
During Pregnancy and the Puerperium in the 
Rat (Ueber die Abhaengigkeit der Uterusmuskula- 
tur von den Funktionsphasen des Ovariums. ‘Tier- 
experimentelle Untersuchungen. I. Die Reaktion- 
slage der Uterusmuskulatur waehrend des Zyklus. 
Il. Die Reaktionslage der Uterusmuskulatur 
waehrend der Graviditaet und im Puerperium bei 
der Ratte). Arch. f.Gynaek., 1930, cxl, 573, 583. 


The author attempted to determine whether and 
to what extent the pseudocorpora lutea which in 
the infantile animal can be produced by implanta- 
tion of anterior lobe of the pituitary or the injection 
of prolan possess a biological function. His studies 
were based on the investigations of Knaus who 
demonstrated that in the rabbit the hormone of 
the corpus luteum inhibits the action of the internai 
secretion of the posterior lobe of the pituitary on the 
musculature of the uterus. However, it was found 
that the uteri of rats, on which the experiments were 
to be conducted, react entirely differently from the 
uteri of rabbits. While the rabbit uterus shows 
throughout the period of functioning of the corpora 
lutea a constant loss of tonus and contractility which 
cannot be influenced even by the artificial adminis- 
tration of pituitrin, these signs are entirely absent 
in the rat. In the rat, an immediate and marked 
increase in tonus can be obtained with pituitrin in 
all stages of the cestral cycle. Hence, in the men- 
struating rat, in contrast to the rabbit, no antago- 
nism between the posterior lobe of the pituitary and 
the corpus luteum in their effect on the uterine 
musculature is demonstrable. At the time of the 
functioning of the corpora lutea (metoestrus) in the 
rat a sluggish but regular course of waves is ob- 
served; when no corpora lutea are functioning at 
the time of oestrus, the muscle action is lively and 
irregular. It shows an increased power of motion 
with a diminished tonus. 

The second part of the investigation supplemented 
the results of the first part as it showed that even at 
very different periods of gestation the rat uterus 
reacts to the internal secretion of the posterior lobe 
of the pituitary invariably with increased tonus, 
which also is in contrast to the findings of Knaus in 
studies on rabbits. For these investigations, the 
non-pregnant horn of unilaterally castrated rats in 
different stages of pregnancy were used. The in- 
crease in weight of the sterile horn was very slight. 
From this it may be concluded that, in addition to 


the general hormonal growth stimulus, a special 
local stimulus proceeding from the ovum is effective. 
The difference in the supply of both horns is the 
more marked the greater the number of ova and 
hence the greater the number of sites of hormone 
production there are in the gravid horn. Curves of 
the tonus, contractility, and movement of the uterine 
muscle during the different phases of gestation show 
little that is characteristic. 

On the basis of his experiments, the author as- 
sumes that the corpus luteum does not exert the 
same influence on the uterus in the rat as in the 
rabbit. Possibly there is a difference between the 
internal secretion of the corpora lutea of rabbits and 
rats. However, the corpora lutea are not dispensable 
during pregnancy even in the rat, for when they are 
removed the fetus always dies. The difference in 


sensitiveness to pituitrin found by the author in the 
uterus of the rat and rabbit constitutes new evidence 
for the varying, often opposite, reaction of the same 
organ of different mammals to the hormones of 
similar endocrine glands. 


I. Purcrep (G). 


Puente, J. J.: Syphilis of the Cervix of the Uterus 
(Sifilis de cuello de utero). Bol. Soc. de obst. y ginec. 
de Buenos Aires, 1930, ix, 124. 

The author reviews the cases of syphilis of the 
cervix which have been seen in a period of ten years 
at the Rivadavia Hospital in Buenos Aires. He be- 
lieves that syphilitic lesions of the cervix would be 
discovered more frequently if a thorough search 
were made for them more often. 

The lesions are divided into the three groups: 
primary, secondary, and tertiary. The primary 
lesions are subdivided into the papular, ulcerative, 
and hypertrophic forms of chancre. The papular 
form is the most common, and the ulcerative type 
the least common. The initial lesion is indolent and 
may cause only slight or no symptoms. In some 
cases it is associated with leucorrhcea, menstrual 
disorders, or occasional slight pain. It must be dif- 
ferentiated from cervical erosion, herpes, tubercu- 
losis, carcinoma, and ulcer. The clinical diagnosis 
is based on the appearance of the lesion, the demon- 
stration of the spirochete, the history, and any 
symptoms that are presented. Because of the anat- 
omy, adenopathy can be demonstrated only with 
great difficulty. Histological study of a section 
shows characteristic pathological changes. ‘The 
Wassermann reaction is positive about as frequently 
as in cases of primary syphilitic lesions elsewhere. 

The secondary lesions are divided into the erosive, 
papular, and ulcerative forms. The ulcerative are 
the least common of the three. 

The tertiary lesions include the various gum- 
matous forms. 
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In cases of secondary and tertiary lesions the 
symptoms and pathological changes follow those of 
syphilitic lesions elsewhere on the genitalia. 

Davip A. CLEVELAND, M.D. 


Watkins, R. E.: Hydatidiform Mole and Chorion- 
epithelioma. A Report of Thirteen Cases. West. 
J. Surg., 1930, xxxvili, 504. 


Watkins states that hydatidiform mole should be 
suspected when bleeding occurs during the first tri- 
mester of pregnancy in association with abnormal 
enlargement of the uterus for the given stage of the 
pregnancy. The passage of a cyst makes the diag- 
nosis certain. 

A woman who has passed a hydatidiform mole 
should be kept under close observation for signs of 
developing chorionepithelioma, e.g., haemorrhage 
and enlargement of the uterus. Scrapings obtained 
by curettage cannot be relied upon. The clinical find- 
ings are more important. Eighty-four per cent of 
women who expel a hydatidiform mole recover spon- 
taneously. Radical surgery, such as hysterectomy, 
is not justified unless symptoms of malignancy de- 
velop. Chorionepithelioma should be treated by 
complete removal of the uterus, tubes, and ovaries 
unless metastases have occurred. 

Hydatidiform mole occurs once in 3,198 pregnan- 
cies, and chorionepithelioma, once in 13,800 preg- 
nancies. The author reports 13 cases of mole and 1 
case of chorionepithelioma following mole. 

ROLAND S. Cron, M.D. 


Bonanno, A. M.: The Bacterial Flora in Carcinoma 
of the Uterus After Radium Therapy (La flora 
batterica nei carcinomi dell’ utero sottoposti a radi- 
umterapia). Radiol. med., 1930, xvii, 809. 


From studies made in twenty cases of carcinoma 
of the uterus, the author has come to the conclusion 
that the bacterial flora in this condition is very vari- 
able. Of the cases reviewed, staphylococci were found 
in 18, bacteria of the colon type in 15, saccharomyces 
in 12, micrococci in ro, and streptococci in 7. 

In many of the cases the suppuration was reduced 
and the bacterial flora changed after radium treat- 
ment. In some cases there was an increase in the 
hemolytic and proteolytic powers of the organisms 
having these properties. 

Tumors of the cervix with a rich bacterial flora 
and profuse suppuration are not affected by radium 
therapy to the same degree as those with a poor flora. 

In the twenty cases reviewed, even those with a 
bacterial flora including streptococci, radium therapy 
never caused local or general septic complications. 

Martin J. Di Cora, M.D. 


Bégouin: Radical Abdominal Hysterectomy for 
Cancer of the Cervix Uteri. Results After from 
Ten to Twenty-Five Years (Cancer du col et 
hystérectomie abdominale élargie. Résultats de 10 
a 25 ans). Bordeaux chir., 1930, No. 1, 1. 


In 75 Wertheim operations performed by the 
author in the period from 1904 to 1918, the operative 


mortality was 8 per cent. Of the 40 patients he has 
been able to trace, 20 are dead and 20 are cured. ()f 
the 20 who are cured, 5 were operated upon more 
than twenty years ago; 5, more than fifteen years 
ago; 5, more than twelve years ago; and 5, more 
than ten years ago. When, for comparison of the 
incidence of cure with that following radium treat- 
ment, which has practically no immediate mor- 
tality, the operative deaths are included with the 
recurrences in the calculations, the incidence of 
cure was 43.48 per cent. 

The slight difference between the number of sur- 
vivals after five years and after ten years justifies 
the acceptance of the five-year period as the crite- 
rion of cure. The author has been able to tind 
records of only 9 cases among 1,956 in which there 
was a recurrence after five years. After ten years, 
recurrence is extremely unusual. 

There are surgeons and pathologists who belicve 
that it is never possible to speak of a cure of cancer. 
Impressed by a few rare recurrences after very long 
periods, they are unwilling to believe that anything 
beyond a clinical cure is obtainable. This is an error 
because cancer has been definitely proved to be a 
local disease which can be eradicated in its early 
stages. While occasionally emboli escape to develop 
years later, emboli may escape also in hysterectomy 
for fibroma. In the first instance the effects are seen 
only after a period of years, whereas in the second 
they become evident within twenty days. However, 
this accident does not preclude the occurrence of 
true cures. ALBERT F. DE Groat, M.1) 


ADNEXAL AND PERIUTERINE CONDITIONS 


Watkins, R. E., and Wilson, W. M.: Primary Carci- 
noma of the Fallopian Tubes. Surg., Gynec. & 
Obst., 1930, li, 125. 

The authors state that primary carcinoma of the 
fallopian tube is a rare disease. Only about 200 
authentic cases have been recorded in the literature. 
The age incidence of the condition is the same as 
that of cancer in general. 

The cause is unknown, but it is the opinion of 
many that the chronic salpingitis commonly asso- 
ciated with the disease is a predisposing factor. 

There are no characteristic physical signs or sym)- 
toms. The most constant sign is a vaginal discharge 
which at times is tinged with blood. 

The diagnosis has been made only once before 
operation (by Falk). In a large percentage of cases 
the disease was neither recognized nor suspected «t 
operation. The case reported by the authors demon- 
strates the importance of immediate section and in- 
spection of extirpated pelvic tumors. 

The treatment indicated is radical extirpation of 
the uterus and adnexa. 

The prognosis is poor. Few patients have survived 
the fifth postoperative year. 

Macroscopically, the disease resembles a chronic 
inflammatory condition of one or both tubes which is 
often undistinguishable from pyosalpinx or hydro- 
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salpinx. When the tube is opened, a friable, papil- 
Jomatous growth is usually found. 

Microscopically, the lesion is a papillary or papil- 
lary-alveolar type of tumor. The primary disturb- 
ance appears to be a malignant hyperplastic change 
in the cylindrical epithelium of the tube. The sub- 
jacent ovary is frequently involved and retroperi- 
toneal lymph-gland metastases are common. 

Cart H. Davis, M.D. 


Meyer, R.: Tubular (Testicular) and Solid Forms of 
Andreioblastoma of the Ovary and Their Rela- 
tionship to Masculation (Tubulaere, testikulaere 
und solide Formen des Andreioblastoma ovarii und 
ihre Beziehung zur Vermaennlichung). Beitr. s. 
path. Anat. u. 2. allg. Path., 1930, \xxxiv, 485. 


After brief reference to the few tumors of the type 
under discussion which have been reported in the 
literature to date, the author discusses his own ma- 
terial—one case of typical and six cases of atypical 
tubular (testicular) adenoma of the ovary. 

Meyer’s case of typical tubular adenoma was that 
of a woman forty-four years of age who had borne 
one child, had had two abortions, and had been sub- 
jected to hysterectomy for carcinoma of the uterine 
cervix. Six months after the operation the patient 
was referred for roentgen irradiation, and three and 
a half months later she died from metastases in the 
brain. Autopsy disclosed a tumor of the ovary as 
large as a child’s head. On microscopic examination 
the neoplasm was found to show in some areas the 
structure of a tubular adenoma, but to be mainly a 
solid small-celled carcinoma. In this case there was 
no masculation. 

The first of the author’s cases of atypical tubular 
(testicular) adenoma of the ovary was that of a girl 
sixteen years of age who had menstruated regularly 
for two years and then developed an ovarian tumor 
causing menstrual irregularity. She had a male gait 
and a deep male voice. Her breasts were poorly 
developed. The genital hair and external genitals 
were of the female type. After operation for the re- 
moval of the ovarian tumor menstruation again be- 
came regular, the girl appeared to be in robust 
health, and the pitch of her voice became consider- 
ably higher. On microscopic examination, the tumor 
was diagnosed by one pathologist as a so-called 
alveolar sarcoma. However, the author noted twisted 
columns and atypical tubules and concluded that 
it resembled the typical tubular adenoma most 
closely, although it showed a transition to the 
atypical diffuse carcinoid and carcinoma. 

Case 2 was that of a woman twenty-three years 
of age who, a year previously, had had irregular 
hemorrhages and for nine months had had amen- 
orrhoea. Her voice was strikingly rough, but her 
general appearance was delicate. She was small and 
pale. Her breasts were underdeveloped. At opera- 
tion, an immovable cystic tumor the size of an 
ostrich egg was removed from the right ovary. Death 
occurred nine months later from recurrent tumors in 
the abdomen. The patient retained her rough voice 


and was sullen and unsociable up to the time of 
her death. Microscopic examination of the tumor 
showed, in addition to areas suggesting alveolar sar- 
coma in the epithelial-cell proliferation, tortuous and 
dilated tubules and irregular strands of cells. 

Case 3 was that of a woman sixty-six years of age 
who was operated upon for a tumor of the left ovary 
the size of a small fist. For over a year she had had 
a deep hoarse voice. After the operation her voice 
became and remained clear. On microscopic exam- 
ination, the tumor was found to be of an atypical 
type with tubular portions in only certain areas, but 
showing at the periphery polygonal epithelioid cells 
with drops of fat which closely resembled interstitial 
cells. 

Case 4 was that of a woman twenty-four years of 
age who had had amenorrhoea for sixteen months 
and enlargement of the thyroid for three years. For 
one year her voice had had a masculine tone. Her 
upper lip, chin, and thighs were very hairy. During 
the last six months the pubic hair had grown up to 
the umbilicus. A tumor the size of a man’s head was 
removed from the right ovary. Four weeks after the 
operation menstruation recurred and since then has 
been regular. The signs of masculation gradually 
disappeared, but the voice has remained deep. On 
microscopic examination, the tumor was found to be 
an atypical tubular adenoma which was partly car- 
cinomatoid and partly sarcomatoid and contained 
mucous epithelial cysts. Between the epithelial por- 
tions there were groups of lipoid-containing epithe- 
lioid cells which may be described as interstitial 
cells. 

Case 5 was that of a woman who had been sub- 
jected to thyroidectomy two years previously and 
had suffered from amenorrhcea ever since that op- 
eration. About three months previous to her exami- 
nation by the author she had genital bleeding which 
lasted for about eight days. Four weeks later the 
hemorrhage recurred. Since then, there had been a 
rapid increase in the size of the abdomen. Soon 
after the thyroidectomy there was a marked increase 
in the hair on the body and face. The patient was 
obliged to shave every second or third day. Her 
voice became rough and deeper. A tumor measuring 
30 by 16 by 12 cm. and weighing 2,450 gm. was re- 
moved from the right ovary. After the operation the 
hirsuties gradually disappeared and the voice be- 
came clearer. Four weeks after the operation, men- 
struation recurred and since then has been regular. 
Microscopic examination showed the tumor to be an 
atypical, slightly tubular but more strand-shaped 
neoplasm which was carcinomatous and partly sar- 
comatous and contained mucous epithelial cysts. 

Case 6 was that of a woman thirty-five years of 
age who was operated upon in 1924 for a tumor of 
the right ovary. Up to the time of her marriage, the 
patient had menstruated regularly. Thereafter, men- 
struation was irregular, but she became pregnant 
four times. After her fourth labor she did not men- 
struate for six years. At the end of that time, irreg- 
ular hemorrhages occurred, and for three months 
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previous to the time that she was examined by the 
author she had continuous bleeding. For two years 
her voice had been very deep and her arms and legs 
very hairy. After the removal of the ovarian tumor 
the excess hair disappeared very rapidly, but the 
voice remained unchanged. On microscopic exami- 
nation, the neoplasm was found to show the struc- 
ture of an atypical tubular tumor of the ovary, but 
was chiefly a carcinomatous solid tumor. In some 
areas it resembled the cylindromatous granulosa-cell 
tumor. 

The author calls attention to the fact that among 
the numerous tumors of the ovary a few groups re- 
lated to the parenchyma of the gonads have been 
differentiated. These are: (1) the granulation-cell 
tumors, (2) the large-cell solid carcinomata occurring 
in the young girls and pseudohermaphrodites, and 
(3) the tubular adenomata with their transitions to 
tumors of solid form (case of Geissler, Halban, and 
Sellheim). The morphology of each group is prob- 
ably determined by the lesser or greater maturity 
of the tumor germ. However, the indifferent cellular 
material of the gonad anlage is a very special one. 
The earliest stage of the indifference involves a spe- 
cial type of hermaphroditism, sexual ambivalence. 
It is apparent that an incompleted part of the ger- 
minal epithelium in the ovary may still give rise to 
tubular formations in later life. Moreover, tubular 
proliferations in the testis do not necessarily origi- 
nate in completed testicular tubules. A tubular ade- 
noma at the site of a female gonad does not neces- 
sarily indicate the presence of a hermaphrodite gland. 
However, the author recognizes such a possibility. 
On the basis of these observations, Meyer has given 
these tumors also a special name. He designates 
them as ‘‘andreioblastomata”’ because he wishes to 
call attention to the fact that they resemble, not the 
testicles, but only the cells that show a tendency 
toward masculinity. The andreioblastoma of the 
ovary may arise from cells which were originally 
hermaphroditic and later tended toward masculinity. 
Masculation is due to the effect of an internal secre- 
tion of tumor cells with specifically male attributes. 
Tumors with female attributes, especially granulosa- 
cell tumors, cause feminization manifested by early 
maturity of children and pathological late maturity 
in senile women. On the other hand, the large-cell 
solid carcinomata of both sexes produce no hetero- 
sexual characteristics. Hans O. NEuMANN (G). 


Babes and Pantz-Lazarescu: The Origin of Kru- 
kenberg Tumors of the Ovary (Etude sur l’ori- 
gine de la tumeur Krukenberg de l’ovaire). Gynéc. 
et obst., 1930, xxi, 465. 

As a result of careful studies of a case of Kru- 
kenberg tumor of the ovary and a review of the 
literature pertaining to this type of neoplasm, the 
authors conclude that there is no reliable evidence to 
substantiate the view that Krukenberg tumors rep- 
resent metastases from a primary carcinoma arising 
in the digestive tract. They reject most of the cases 
reported in the literature as inconclusive because 


the autopsy reports, for the most part, did noi in- 
clude detailed macroscopic and microscopic de- 
scriptions of all of the abdominal viscera and their 
peritoneal coverings. They emphasize the impor- 
tance of a careful study of the peritoneum beciuse 
the case they report showed what they consider 
evidence of a primary adenocarcinoma arising {rom 
the peritoneum. This case presented also extensive 
involvement of all of the abdominal and pelvic 
organs as well as the distant lymphatics. The au- 
thors were able to distinguish two types of car- 
cinomatous change: 

1. Differentiated mucinous cells forming ¢lan- 
dular structures (adenocarcinoma), located beneath 
the peritoneal surfaces of the stomach, ovary, sp/ven, 
and liver. 

2. Undifferentiated, polymorphous, muci)ous 
cells (“signet ring cells”) which spread diffusely 
through the deeper layers of the intestine, stomich, 
ovary, and lymph nodes. 

The authors consider these two distinct types of 
involvement as different manifestations of the sme 
condition, and are of the opinion that the dil/use 
“signet ring” type represents merely an advanced 
stage of adenocarcinoma which has become ro- 
gressively more undifferentiated as it has gaine:! in 
age and malignancy. 

Studies of the original case reported by Kruken- 
berg and of the cases reported by Cohn and Schenk 
failed to reveal primary neoplasms arising from the 
mucosa of the gastro-intestinal tract. The authors 
believe therefore that these cases substantiate thicir 
view of the peritoneal origin of Krukenberg tumors. 

Harowtp C. Mack, M.!). 


MISCELLANEOUS 


Cannon, D. J.: Recent Advances in the Physiology 
of Menstruation. Brit. M.J., 1930, ii, 201. 


In the lower animals there are two distinct cycles, 
the sexual or cestrous cycle and the reproductive 
cycle or the phase of pseudopregnancy. Many 
believe that in man and the monkey the sexual cycle 
has disappeared altogether, but Cannon agrees \ith 
Marshall that, in the human being, pro-cestrus «e- 
velopment and the phase of pseudopregnancy coin 
cide. In the human subject the antagonism betwcen 
the cestrus-producing hormone and the special |r 
mone of the corpus luteum is reduced. The former 
takes on, probably, a hyperemizing and secretwr\ 
function and the latter produces the menstrual 
decidua. 

The cestrus-producing hormone as well as the 
follicle ripening depends upon a hormone formed !y 
the anterior lobe of the pituitary gland. Evans and 
Simpson have demonstrated two distinct hormoiics 
in the anterior pituitary, one having an cestrus- «nd 
maturity-producing effect, and the other haviny a 
luteinizing and cestrus-inhibiting effect. Weisner 
also has described these two hormones and is 
called them the “alpha” and “beta” hormones. ! Ie 
has shown that the administration of both alpha and 
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beta hormones inhibits ovulation. This indicates 
that the beta hormone is active only during preg- 
nancy or pseudopregnancy. 

The author epitomizes the human menstrual-cycle 
in terms of modern endocrinology. The alpha hor- 
mone of the pituitary gland stimulates the ripening 
of the follicles and leads to ovulation while it acti- 
vates the oestrus-producing hormone responsible for 
the gradual development of the endometrium which 
is characteristic of the interval phase. The cestrus- 
producing hormone combined with the luteinic hor- 
mone of the corpus luteum which has been activated 
by the beta hormone of the pituitary gland produces 
the full series of changes which constitute the pre- 
menstrual phase of the human menstrual cycle. The 
degeneration of the corpus luteum is followed by 
decidual necrosis or menstruation. Menstruation is 
undoubtedly the result of withdrawal of the hor- 


mone support of the corpus luteum. The degene- 
ration of the corpus luteum is brought about by 
withdrawal of the protective influence of the beta 
hormone of the pituitary. If the ovum becomes fer- 
tilized, the trophoblastic cells of the latter prevent 
degeneration of the corpus luteum by stimulating 
the production of more beta hormone. Therefore, the 
pregravid endometrium, instead of necrosing, under- 
goes further development and the corpus luteum 
develops into the corpus luteum of pregnancy. 

The author shows that the periodicity of the 
human menstrual cycle does not depend on the 
ovum. He believes it is due to the harmonious 
adjustment of many ductless glands, the disturbance 
of any one of which may disturb it, and that if we 
could explain all of the factors concerned in this nice 
adjustment we would solve the mystery of life. 

T. FLoyp BELL, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Aburel, E.: The Death of One Fetus in Twin Preg- 
nancy (La mort d’un jumeau au cours de lagrossesse 
gémellaire). Rev. franc. de gynéc. et d’obst., 1930, xxv, 
510. 


Aburel reports six cases of intra-uterine death of 
one fetus of a twin pregnancy. Such cases are usually 
difficult to explain as pathological states capable of 
causing fetal death (syphilis, chronic nephritis, tu- 
berculosis) must be of low grade and slow develop- 
ment to affect only one fetus and permit the other 
to develop normally. The unequal effect probably 
depends upon unequal resistance of the twins to 
pathological processes. In some instances the lowered 
vitality of one fetus is due to an accident such as the 
formation of a knot or loop in the umbilical cord or 
a malformation. While the incidence of fetal death 
appears to be the same among monochorionic and 
dichorionic twins, it is strikingly higher among 
females than among males. 

The death of one fetus occurring close to term can 
usually be diagnosed before labor from the onset of 
vomiting, a diminution of fetal movements, a softer 
consistency of one fetal body on abdominal palpa- 
tion, X-ray evidence of fetal death, and the charac- 
teristic chocolate-colored amniotic fluid. Fetal death 
occurring during the earlier months of pregnancy is 
often overlooked, although attacks of vomiting, fail- 
ure of the uterus to enlarge at the same rate as 
before, and regression in the size of the uterus are 
pathognomonic, and chocolate-colored amniotic fluid 
is present at the time of delivery. 

The author has never observed the onset of lacta- 
tion at the time of fetal death. He believes that 
lactation is inhibited by the presence of the living 
fetus in the uterus. 

As a rule delivery is uncomplicated, the living 
twin being born first. In the author’s cases the living 
fetus was never affected by the presence of the dead 
twin and was always normally developed. 

Harowp C. Mack, M.D. 


Schewket, F.: Spontaneous Expulsion of the Nec- 
rotic Tibia of a Fetus Through the Abdominal 
Wall in an Extra-Uterine Pregnancy (Eine 
spontane Ausstossung einer vereiterten Tibia eines 
Fetus durch die Bauchdecken bei einer Graviditas 
extrauterina). Zentralbl. f. Chir., 1930, p. 1273. 


The patient whose case is reported was that of a 
woman thirty years of age who had had several still- 
births. During her last pregnancy she felt fetal 
movements up to the seventh month. Early in the 
seventh month she experienced severe pain in the 
lower part of the abdomen and hemorrhages from 
the vagina. These soon ceased, and from the tenth 


to the sixteenth of the tenth month there were a})so- 
lutely no symptoms. The pains then recurred and a 
slight inflammatory zone appeared below the umbili- 
cus. About fourteen days after the application of 
compresses a large amount of pus escaped at this 
site, and thereafter the fistulous opening persisted 
for several months with an abundant secretion of 
pus. 

On the patient’s admission to the hospital, exami- 
nation disclosed a firm mass in the lower abx lom 
which extended up to the umbilicus. Pus ani air 
bubbles escaped from the fistula. The tumor did not 
extend into the pelvis. There was no fever. ‘he 
Wassermann reaction was strongly positive. 

On the fourth day after the patient’s admission to 
the hospital a bone, which proved to be a fetal tibia, 
emerged from the fistula. After dilatation of the 
mouth of the fistula the presence of a fetus was con- 
firmed by finger palpation. The fetus was then ex- 
tracted. The tibia and fibula were found denude: of 
their soft parts, but the foot was still covered by : soft 
tissues. The patient recovered. Boor ( 


Katsuya, S.: The Reticulo-Endothelial System in 
Obstetrics and Gynecology. Jap. J. Obst. & 
Gynec., 1930, xiii, 356. 


The existence of the reticulo-endothelial system 
was first established by Aschoff and Kiyono in th 1€ 
last century. This system is made up of cells 
tributed ali over the body which include the endo 
thelial cells of the vascular system, the spleen, and 
the lymph spaces and glands, and ordinary connec- 
tive tissue cells. It is concerned with absorption, 
the formation of immune bodies, regulation of the 
metabolism, blood formation and destruction, the 
production of ferments and biliary pigments, ‘e- 
toxication, and blood coagulation. Its function is 
studied most frequently by so-called “blocking” 
with a foreign substance and by extirpating the 
spleen. 

During pregnancy, the cells composing the reti 
ulo-endothelial system are greatly increased, but the 
function of the system is weakened, especially in the 
toxemia of pregnancy. 

After “blocking,” the functional restoration of 
the system is slow in pregnancy as compared wit! 
the non-pregnant state. 

In a study of the function of the reticulo-en 
thelial system against toxins and drugs, it was foi 
that when a small quantity of colloid was injected 
from eight to twenty-four hours before the injection 
of a large quantity of the same colloid, the resistaiice 
to the larger quantity was increased. The kno! 
edge of this effect is useful in therapeutics. 

An important function of the placenta is to ma 
the products of metabolism of the fetus innocu:'s 
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to the maternal body and the fetus. Experiments n 
which this was proved are cited. The placenta has 
this detoxicating function in no less degree than the 
spleen and liver. When the function of the reticulo- 
endothelial system was blocked the detoxicating 
power of the placenta was markedly weakened. 

In studies of the pigment-absorbing function of 
the liver and spleen in pregnancy by the injection 
of Congo red it was found that the accumulation of 
Congo red in the reticulo-endothelial system of the 
spleen and liver decreases gradually and that the 
reticulo-endothelial system undergoes functional 
disturbances as pregnancy progresses. 

The author cites the findings of many investi- 
gators on the function of the reticulo-endothelial 
system as determined by the use of Congo red. 

The Congo red test of the function of the reticulo- 
endothelial system is of value in the prognosis of 
the toxemia of pregnancy. In cases of poor elimina- 
tion the symptoms tend to be more severe the day 
after the test, whereas in cases with good elimina- 
tion they gradually subside. 

In conclusion, the author says that the reticulo- 
endothelial system plays such an important part in 
relation to certain processes that it must be taken 
into consideration in the prevention, treatment, and 
prognosis of diseases. In pregnancy, the functions 
of the system are decreased or are kept normal with 
difficulty. Functional disturbance of the reticulo- 
endothelial system leads to incomplete functioning 
of the placenta. Hydrops gravidarum is due to a 
functional disturbance, and the toxemia of preg- 
nancy to a decompensation of the function of the 
reticulo-endothelial system. The solution of the 
problem of toxemia of pregnancy depends to a great 
extent on the study of the reticulo-endothelial 
system. T. FLroyp Bett, M.D. 


LABOR AND ITS COMPLICATIONS 


Gwathmey, J. T.: Obstetrical Analgesia; A Further 
Study Based on More Than 20,000 Cases. Surg., 
Gynec. & Obst., 1930, li, 190. 

Gwathmey states that his simplified technique for 
obstetrical analgesia is absolutely safe even when 
used by the novice, does not prolong the course of 
labor, and has no unfavorable after-effects. It has 
given relief in go per cent of the cases in which it has 
been employed, and in cases in which labor is rétarded 
by a posterior or transverse position of the head it is 
of value because of the rest it affords the patient. It 
is of advantage also because the drugs employed are 
inexpensive and readily obtainable at any drug- 
dispensing agency. The only known contra-indica- 
tions are colitis, true diabetes, and auditory disturb- 
ances. 

The technique consists of three intramuscular in- 
jections of 2 c.cm. of a 50 per cent solution of mag- 
nesium sulphate, an injection of % gr. of morphine 
sulphate given with the first injection of magne- 
sium sulphate, and a rectal instillation of 20 gr. of 
quinine alkaloid, 40 min. of alcohol, 214 oz. of ether, 


and liquid petrolatum or olive oil in an amount 
sufficient to make 4 oz. The author gives his reasons 
for the use of each drug employed. 

ARTHUR H. Krawans, M.D. 


Brouha, M.: The Test of Labor in the Management 
of Cases of Contracted Pelvis (L’épreuve du 
travail dans le traitement des bassins limités). 
Rev. frang. de gynéc. et d’obst., 1930, XXV, 440. 


As the classical casarean section may be per- 
formed with safety only before or very shortly after 
the onset of labor, many unnecessary prophylactic 
sections have been performed in cases of contracted 
pelvis in which delivery by the natural route might 
have been possible if a test of labor had been 
carried out. Since his adoption of the low cesarean 
section, which he considers a relatively safe pro- 
cedure even after labor has been in progress for 
some time, the author has prescribed a test of labor 
for all cases of contracted pelvis in order to reduce 
the number of operative deliveries to the minimum. 
His series of ninety-four cases of contracted pelvis 
(conjugata vera 8 to 9.5 cm.) treated in the period 
from 1927 to 1929 showed a progressive decrease in 
the incidence of cwsarean section from 46 per cent 
in 1927 to 20 per cent in 1929. The frequency of the 
operation for the various degrees of pelvic contrac- 
tion was as follows: 

Cesarean section 
: (Per cent of cases) 
Conjugata vera 9.5 cm ; 20 
Conjugata vera 9.0 cm 44 
Conjugata vera 8.5 cm 57 
Conjugata vera 8.0 cm 70 
Asymmetrical pelvis (congenital dislocation 

of hip, coxalgia) 15 

The frequency of cesarean section in the entire 
group (37 per cent) was definitely lower than in a 
similar group of cases treated without a previous 
test of labor. In the cases in which delivery was 
effected by the natural route there was no maternal 
mortality. While the author admits that three fetal 
deaths in this group might have been prevented if 
cesarean section had been performed in all cases, 
he believes that this would have necessitated at least 
fifty unnecessary cesarean sections. 

Harotp C. Mack, M.D. 


Demelin, L. A.: Notes on the History and Mecha- 
nism of Forceps; Preference for Models with 
Uncrossed Blades (Notes d’histoire et de mécanis- 
me sur le forceps, étudié de préférence dans ses 
modéles 4 branches non croisées). Kev. frang. de 
gynéc. et d’obst., 1930, Xxv, 289. 

The author presents a brief survey of the history 
and mechanism of obstetrical forceps with reference 
particularly to the mechanical principles involved in 
two types: (1) those in which the blades are crossed 
and articulated at the point of crossing, and (2) 
those in which the blades are uncrossed and are 
articulated at the end of a cross-bar. Demelin 
believes that the latter type, originated by Chas- 
sagny, is the less dangerous. It includes a long and 
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flexible traction device which, in Demelin’s opinion, 
is superior to the axis-traction device originated by 
Tarnier. Demelin has constructed new models based 
upon the principles of the Chassagny forceps, which 
he shows in illustrations. Harotp C. Mack, M.D. 


Ammon, E. von: The Mortality of Vaginal and 
Abdominal Methods of Delivery in Placenta 
Previa (Die Mortalitaet der vaginalen und abdom- 
inalen Entbindungsmethoden bei Placenta previa). 
Zischr. f. Geburtsh. u. Gynaek., 1930, xcvii. 261. 

This discussion is based on the literature and the 
experiences of the Wuerzburg Gynecological Clinic. 

A maternal mortality of 20.7 per cent following 
vaginal packing shows that this method no longer 
has any justification. Moreover, it appears advis- 
able in both clinic and private practice to induce 
labor by rupture of the membranes alone whenever 
this is possible. An infant mortality of 63.2 per 
cent with the Braxton-Hicks method in which the 
child’s life is sacrificed to save the mother is not 
surprising. When cesarean section was done as an 
alternative to the Braxton-Hicks procedure, the re- 
sults were not much better as cesarean section was 
performed in only the severe cases. 

Simple drawing down of the foot in breech pres- 
entation improved the infant mortality only very 
slightly. Intra-ovular metreurysis, which is suited 


only for the hospital, improved the infant mortality 
(54.2 per cent) only inconsiderably. Cwesarean 
section in addition to the latter procedure did not 
cause much improvement in either the maternal or 
the infant mortality. That the rarely practiced 
extra-ovular metreurysis should show a higher 
mortality than intra-ovular metreurysis is easily 
understood. ; 

Version and extraction did not greatly improve 
the prognosis for the child and doubled the maternal 
mortality. It is therefore contra-indicated on prin- 
ciple. With simultaneous use of cesarean section 
the results were slightly improved. Vaginal cesarean 
section, which caused a noteworthy improvement 
in the infant mortality without favorably affecting 
the maternal mortality, is the preferred method of 
delivery of only a few obstetricians. Abdominal 
cesarean section with a maternal mortality of 7.3 
per cent will not save more mothers than consery- 
ative measures and is to be preferred only when 
preservation of the child’s life appears as especially 
urgent. 

In conclusion the author questions whether we 
are not going too far with the extended indications 
for cesarean section, and whether it is not better to 
deliver vaginally and, in the interests of later 
fertility, place in the background the life of the 
already injured child. W. RUEBSAMEN ((;). 





GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Lichtenberg, A. von: The Surgical Treatment of 
Renal Insufficiency (Chirurgische Behandlung der 
Niereninsuilizienz). Zischr. f. urol. Chir., 1930, p. 99. 


Less is to be achieved by treatment in the uncom- 
plicated forms of secretory insufliciency of the kid- 
neys than in any other forms. The only result is the 
greater or lesser prevention of further progress of 
the condition. In cystic kidneys, for example, the 
evacuation of the cysts by ignipuncture (Payr) re- 
lieves the pressure upon the kidney. Dietetic treat- 
ment is also beneficial, and calculi and infection can 
be treated with good results. Many cases of bi- 
lateral calculous disease, chiefly those with stones 
filling the renal pelvis, belong to this group. These 
stones (mostly urates) are formed early in youth and 
are not suitable for surgical therapy. Only dietetic 
measures are applicable. Only with the advent of 
infection is operation to be considered. 

The mixed forms of secretory insufficiency are 
those in which large bilateral losses of parenchyma 
are associated with some form of infection or stasis. 
The insufficiency is induced by a summation of 
noxe. As the disease picture varies greatly, the 
surgical measures are based upon experience ac- 
quired in the treatment of single kidneys and are ap- 
plied in the same way to the bilateral disease. In 
calculous disease, function is often restored by 
treatment of the infection. In spite of theoretical 
objections, clinical experience suggests that the in- 
sufficiency is due to the infection. To such cases be- 
long those of chronic recurrent pyelonephritis. ‘The 
pyelonephritic contracted kidney, as the final stage 
of the disease, readily responds to decapsulation and 
drainage. Secondary infection of the kidneys in 
chronic disease of the male or female adnexa can 
be cured by extirpation of the adnexa. 

In insufficiency from congestion, the involvement 
of the renal parenchyma appears to be a secondary 
factor. The site of involvement is the peripheral 
portions of the urinary tract. This type of insuffi- 
ciency can be influenced favorably by relieving the 
peripheral obstruction. The attempt should be 
made to improve the function of the kidneys before 
removing the cause. Kort (Z). 


Eisendrath, D. N.: Hydronephrosis Due to Ob- 
struction of the Renal Pelvis by One of Two 
Main Renal Arteries. J. Urol., 1930, xxiv, 173. 


In the case reported in this article symptoms of 
urinary obstruction had been present for a year. The 
right kidney was normal, but the left kidney con- 
tained 30 c.cm. of clear residual urine and showed 
marked ectasis of the pelvis and calyces. The con- 
dition was attributed to obstruction close to the 


ureteropelvic junction due to a lower pole vessel or 
ureteral stricture. As the symptoms were relieved 
by non-surgical treatment, operation was refused. 

Following an acute neisserian infection with in- 
volvement of the left kidney, the symptoms recurred. 
The ureteral urines were clear, but the left kidney 
contained roo c.cm. of residual urine and its function 
was definitely impaired. On X-ray examination of 
the left kidney the shadow had not diminished at the 
end of twenty minutes. At the end of fifteen minutes 
a definite difference was observed in the density of 
the opaque medium below a convex line at the lower 
border. 

At operation, the left kidney was found extremely 
mobile. It presented marked ectasis of the pelvis 
which ended abruptly just above the opening into 
the ureter. The lower part of the pelvis was almost 
occluded by an artery arising from the aorta and 
passing to the lower pole. 

The pelvis was divided at the obstruction and the 
distal segment, which included the ureter, was re- 
implanted. Nephropexy was then done. However, 
nephrectomy became necessary two weeks later on 
account of infection. The vessel which caused the 
obstruction was one of two main renal arteries. On 
injection it was found to supply a large area of the 
kidney. 

The poor result of the operation was probably due 
to the recent infection and failure to drain the upper 
part of the pelvis. 

Cases of obstruction of the renal pelvis by 
branches of the main renal artery have been re- 
ported by Gruber, Bing, and Grégoire, but this is 
the first recorded case of obstruction by one of two 
main renal arteries. 

Ligation of a polar artery may be followed by 
necrosis. Numerous variations in the renal arteries 
have been found. According to the literature, lower 
polar arteries from the aorta.were found in 5 per 
cent of 1,337 kidneys and 2 main renal arteries were 
found in 11.2 per cent of 1,319 kidneys. 

It has been claimed that abnormal mobility of the 
kidney plays an important part in obstruction due 
to blood vessels. CLAUDE D. Pickrett, M.D. 


Lepoutre, C.: The Treatment of Pyelitis and Pye- 
lonephritis (Traitement des pyélitis and pyélo- 
néphrites). Arch. d. mal. d. reins et d. organes genito- 
urindaires, 1930, iv, 624. 


The treatment of pyelitis and pyelonephritis 
should be preceded by a thorough examination of the 
genito-urinary tract. As a rule, restoration of the 
anatomical integrity of the urinary tract is sufficient 
to put an end to the infection. The author deals 
with cases which present no gross changes requiring 
surgical treatment, and discusses in detail nearly all 





46 INTERNATIONAL ABSTRACT OF SURGERY 


of the various medical treatments that are em- 
ployed—hygienic, dietary, hydrotherapeutic, anti- 
septic, local, and biological—together with their 
special indications. 

Alkalinization gives excellent results. Potassium 
salts should be avoided as they provoke diarrhoea. 
Sodium bicarbonate should be employed in large 
doses. This has little effect on the pyuria, but as a 
rule greatly relieves the general symptoms. 

Of the urinary antiseptics, urotropin is probably 
the most effective. As it acts only in an acid urine, 
it should be combined with phosphoric acid or so- 
dium benzoate. Because of the irritating effect of 
the formaldehyde, which is capable of producing 
hematuria, the author believes that the dose should 
not exceed 2 gm. per day. However, some urologists, 
notably the Germans, recommend as much as 8 gm. 
per day. Urotropin may be given intravenously. 
Hemorrhagic forms of pyelitis do not constitute a 
contra-indication. 

Colloidal silver preparations have been adminis- 
tered internally (Marion and Kummer). They 
appear in the urine where they have an antiseptic 
action. The dose is 60 mgm. 

Certain dyes, notably acriflavine and mercuro- 
chrome, appear to be of value when injected intra- 
venously or applied locally. 

Neoarsphenamine (0.15 to 0.30 gm. given intra- 
venously every five or six days) has been employed 
with considerable success. The manner in which it 
exerts its effect is not known exactly. 

The balsamics are in general contra-indicated 
except when the bladder symptoms are intense. 

The favorable effect of lavage of the bladder on 
pyelitis was first noted by Guyon. Pasteau demon- 
strated that this procedure provokes a reflex con- 
traction of the renal pelvis and the ureter and causes 
changes in the urinary secretion. A tepid solution 
of water or boric acid is injected very slowly through 
a soft rubber catheter until discomfort is experi- 
enced. After a few minutes the catheter is removed 
and the patient allowed to urinate. Except in 
pyelitis of pregnancy, the effects are very favorable. 

Lavage of the kidney pelvis gives excellent results. 

A retention ureteral catheter may be employed 
under certain circumstances, notably in pyelitis of 
pregnancy. 

From both the practical and the theoretical stand- 
point, opinions concerning vaccines have undergone 
radical changes in recent years. Formerly it was 
supposed that vaccines acted by stimulating the 
formation of specific immune bodies in the blood. 
Recent work seems to show that the so-called im- 
mune bodies have nothing to do with immunity, but 
represent incidental changes in the blood. It ap- 
pears from the studies of Calmette and Besredka 
that immunity is largely a local phenomenom, as 
Metchnikoff originally taught. However, vaccines 
cause the non-specific phenomenon of shock which, 
as is well known, may be of therapeutic value. The 
author discusses the various types of vaccines and 
their applications. 


In the discussion of the use of sera, the serum of 
Vincent receives most attention. This is a bacillus 
coli serum prepared by injecting horses with colon 
bacilli of urinary origin. Subcutaneous injections 
combined with injections directly into the pelvis of 
the kidney appear to give most excellent results. 

In the use of bacteriophage, a strain must be 
employed which is adapted to the invading organ- 
ism. From 2 to 3 c.cm. are injected subcutancously 
every other day. The maximum number of doses 
is four. At the same time from 10 to 20 c.cm. are 
given by mouth and a like amount is injected into 
the bladder to be retained as long as possible. No 
urinary antiseptics should be given. The urine 
should be alkaline. 

Le Lorier and Legueu have obtained very satis- 
factory results with the vaccine-bacteriophave of 
Potocki and Fisch. The bacteriophage solution is 
resown with organisms several times, a product rich 
in bacterial proteins and bacteriophage being t!icre- 
by obtained. This is ingested daily, when the 
stomach is empty, for ten days or until some ellect is 
obtained or is given subcutaneously. 

To produce shock for shock therapy, electrargol, 
peptone, milk, blood, and sterile pus have been em- 
ployed. The results are diversely evaluated. 

In the management of various forms of pyclitis 
and pyelonephritis, local treatment by urcteral 
catheterization occupies a prominent place, espe 
cially in cases in which there is evidence of retention 
with high fever. Of the biological agents, the serum 
of Vincent is recommended with the most assurance. 

ALBERT F, DE Groat, M.1). 


Mathé, C. P.: The Differential Diagnosis and 
Modern Treatment of Pyelonephritis. J. ( 7/., 
1930, XXiv, IIQ. 

This article is a review of 347 cases of pyclo- 
nephritis studied by the author in the past thirteen 
years. Mathé defines and differentiates between 
pyelitis and acute pyelonephritis. He states that 
the X-ray diagnosis of pyelonephritis is uncertain. 
However, he reviews the usual recognized signs of 
inflammation of the calyces and renal pelvis. 

The causes of pyelonephritis include intestinal 
stasis (enterorenal syndrome); foci of infection in 
the teeth and tonsils (green-producing streptococci), 
the ears, sinuses, prostate, seminal vesicles, fallopian 
tubes, uterine cervix, and respiratory tract; and uri- 
nary stasis in the upper urinary tract secondary to 
ureteral stones or strictures, undue mobility of the 
kidney, pressure on the ureter by an aberrant blood 
vessel, adherent bands, or a fetus, or to valve obst ruc- 
tions in the posterior urethra, congenital stenosis, 
urethral stricture, median bar formation, hyyper- 
trophy of the prostate, bladder stones, neurological 
defects in the neck of the bladder, or stones in the 
kidney. 

In acute cases, in which oedema frequently causes 
obstruction at the pelvi-ureteral junction, ureteral 
catheterization and lavage are indicated. In chronic 
pyelonephritis, conservative treatment should be 





n of 
illus 
dlon 
ions 
sof 


be 
ran- 
sly 
Ses 


are 


GENITO-URINARY SURGERY 47 


tried first and surgical measures used if conservative 
treatment fails to give relief. The conservative 
treatment consists in the eradication of foci of in- 
fection and lavage of the renal pelvis through an 
indwelling ureteral catheter. The catheter should 
be changed about every three days. The solutions 
used for the lavage are silver nitrate, mercuro- 
chrome, acriflavine, and acid fuchsin. In internal 
medication, methylene blue, caprocol, pyridium, and 
methenamine have been used to advantage. The sur- 
gical measures employed include drainage of the kid- 
ney, decapsulation, nephropexy, and nephrectomy. 
Of the 347 cases reviewed, only moderate improve- 
ment was obtained in 155 because it was impossible 
to clear up in the renal infection. In 45, there was 
no improvement. In 15 of the latter, nephrectomy 
was done on account of progressive kidney destruc- 
tion. Maurice I. MEtrzer, M.D. 


Joyce, J. L.: A Study of Staphylococcal Disease. 
The Renal Cases. Guy’s Hosp. Rep., Lond., 1939, 
Ixxx, 169. 

The author is of the opinion that staphylococcal 
infection of the renal cortex is blood-borne and that 
perinephric abscess in this disease is due to direct 
extension of the infection from the renal cortex. He 
cites fourteen cases in support of these views. He 
states that the infection may remain latent for a long 
time and be manifested first by a fully developed 
abscess. As a rule staphylococcal infections of the 
kidney will heal after incision and drainage. Occa- 
sionally recovery occurs spontaneously. In some 
cases, however, the disease progresses to complete 
destruction of the renal tissue. 

The clinical features, diagnosis, and treatment are 
discussed briefly. 

C. RUTHERFORD O’CROWLEY, M.D. 


Martin, J.: Mistakes in the Diagnosis of Renal 
Tuberculosis (Des erreurs dans le diagnostic de la 
tuberculose rénale). J. d’urol. med. et chir., 1930, 
Xxix, 5506. 


Clinical and cystoscopic examination reveal prob- 
able signs of tuberculosis of the kidney such as stub- 
born or recurrent cystitis, tubercle bacilli in the 
bladder urine, and ulcers in the bladder on the side 
of the diseased kidney. Catheterization of the ureters 
discloses such signs as the presence of pus and tu- 
bercle bacilli in the pelvis of a kidney with defective 
function. However, in spite of all modern methods 
of diagnosis, the surgeon often exposes a kidney that 
does not show the slightest sign of tuberculosis on 
inspection or palpation. 

The author reports two cases in which he removed 
the kidney on the basis of the clinical and laboratory 
iindings although no lesions could be detected and 
the results seemed to justify the procedure. He re- 
ports also a case in which the urine from one kidney 
contained pus and tubercle bacilli, but it was the 
other kidney that showed defective function. He 
believes that in the first two cases very slight tuber- 
culous lesions must have been present, and that in 


the third case some disease other than tuberculosis 
was responsible for the disturbance of renal function 
in the other kidney. 

In conclusion, Martin urges all surgeons to study 
their cases of renal tubérculosis very carefully and 
publish any observations that might aid in the more 
accurate diagnosis of the condition. 

Auprey G. Morcan, M.D. 


Fredet, M.: The Present-Day Surgical Treatment 
of Infected Renal Lithiasis (Traitement chirur- 
gical actuel de la lithiase rénale infectée). Bruxelles- 
méd., 1930, X, 868. 

Fredet discusses 5 operations used in the treat- 
ment of infected renal lithiasis: (1) pyelotomy, (2) 
extended nephrotomy, (3) pyelonephrotomy, (4) 
nephrostomy, and (5) nephrectomy. 

Brongersma advises primary nephrectomy instead 
of conservative operation in all cases of infected uni- 
lateral renal lithiasis if the condition of the other 
kidney offers no contra-indication. Fredet, however, 
agrees with Heitz-Boyer and Albarran that renal 
lithiasis should be treated as conservatively as pos- 
sible. He cites the indications for nephrectomy 
which are accepted by Marion, and states that the 
immediate prognosis of primary nephrectomy is bet- 
ter than that of extended nephrotomy. The mortal- 
ity of the former is between 8 and 9 per cent, whereas 
the mortality of the latter is between 13 and 14 per 
cent. However, the remote prognosis of primary 
nephrectomy may be clouded by the persistence of 
purulent or urinary fistule or the possibility of recur- 
rence in the other kidney. Of 993 cases reviewed by 
theauthor, a recurrence developed in 35 (3.5 percent). 

Secondary nephrectomy often constitutes the only 
means of curing a persistent fistula or of stopping 
one of the secondary hemorrhages which are so fre- 
quent after extended nephrotomy. It may be indi- 
cated also for recurrence in a kidney that has already 
been operated upon. 

The principal indication for nephrostomy is in- 
fected lithiasis in a solitary kidney. This procedure 
is the only means by which very prolonged secondary 
drainage of an infected kidney can be obtained and 
is the only operation possible in cases of recurring 
bilateral lithiasis when the function of the kidneys is 
greatly reduced. Under such circumstances it is an 
operation of necessity. The immediate prognosis is 
the same as that of extended nephrotomy. In judg- 
ing the end-results it is necessary to remember that 
the intervention was an operation of necessity per- 
formed in the presence of severe infection and poor 
renal function. 

Extended nephrotomy requires a long time and 
hence exposes the patient to operative shock. Its 
chief complication is secondary hemorrhage between 
the fourth and twentieth days after the operation. 
The haemorrhage, which is often very serious, fre- 
quently necessitates an emergency nephrectomy. 
Other possible sequela are embolus, pulmonary com- 
plications, and generalization of the infection. Of 
360 cases of infected lithiasis treated by extended 
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nephrotomy which were collected by the author, 
death occurred in 61 (17 per cent). However, in 
spite of the unfavorable immediate prognosis, the 
remote results are generally satisfactory. Secondary 
fistula and recurrence of the lithiasis are no more 
frequent than after pyelotomy. In some cases, how- 
ever, the function of the kidney may be considerably 
diminished. 

Pyelotomy causes much less operative shock than 
nephrotomy. It is seldom followed by secondary 
hemorrhage and is responsible for generalization of 
the infection much less frequently than nephrotomy, 
in which absorption of septic products may occur in 
the region of the renal incision. On the other hand, 
Heitz-Boyer had 2 cases of embolus in 22 cases of 
pyelotomy for infected renal lithiasis. As a rule, 
however, the immediate prognosis is much more 
favorable than that of extended nephrotomy and the 
remote prognosis is as good as the remote prog- 
nosis of the latter operation. 

When calculi are present simultaneously in the 
renal pelvis and the calyces or renal parenchyma, the 
pelvic stones may be extracted through an ordinary 
pyelotomy incision and the others through small 
incisions in the renal parenchyma. The partial inci- 
sions bleed very little, and such bleeding as occurs 
may always be stopped by sutures. If an infarct 
results it will be small and will not greatly injure the 
function of the kidney. 

The severity of extended nephrotomy led Heitz- 
Boyer in 1913 and again in 1923 to use an extended 
pyelotomy in cases of very large stones situated 
partly in the kidney pelvis and partly in the kidney 
in which a simple pyelotomy would not be possible. 
Marion, who also has adopted this procedure, de- 
scribes it as a “pyelonephrotomy.” Instead of 
resorting to an extended nephrotomy, Heitz-Boyer 
and Marion prolong the incision of the pyelotomy on 
the kidney itself in the direction of the stone. Their 
techniques are described by Fredet with illustrations. 
Marion uses his procedure for calculi of the renal 
pelvis which extend far into the kidney in only 1 
direction and for coral-shaped calculi which do not 
penetrate far into the kidney. 

Papin recommends inferior pyelotomy. This ap- 
proach is quite sure to avoid vascular lesions. When 
the kidney cannot be exteriorized it is nearly always 
possible to incise the lower edge of the pelvis by 
swinging the lower pole of the kidney up and out- 
ward. The incision may be prolonged on the renal 
parenchyma and the inferior calyx opened, an ex- 
tended inferior pyelotomy being thus accomplished. 

The first requisite for pyelotomy is the possibility 
of exteriorizing the kidney so that the posterior sur- 
face of the renal pelvis may be denuded and incised 
under the control of vision. Another requirement is 
an exact knowledge of the number and location of 
the stones. The size and shape of the stones will not 
contra-indicate the operation if the extended pyelot- 
omy of Marion and the combined angular incisions 
of the renal pelvis are used. According to Albarran, 
pyelotomy is contra-indicated by infection sufficient 


to require drainage of the renal pelvis, but may suc- 
ceed when the urine is slightly infected. Heitz-Boyer 
performs pyelotomy in infected renal lithiasis )ro- 
vided the kidney is not reduced to a series of pyone- 
phrotic pockets. The infection may often be weak- 
ened by local disinfection before the operation, and 
the lesions and renal pelvis can be disinfected by the 
introduction of intrapelvic or intracanalicular drains 
at the time of operation. When the kidney cannvi be 
exteriorized and when inferior pyelotomy is impos- 
sible, the removal even of stones in the renal pelvis 
requires an extended nephrotomy. In cases of severe 
infection it is sometimes necessary to open the kid- 
ney and drain the multiple pyonephrotic pockets. 

While there are undoubtedly complications 0! in- 
fected renal lithiasis which require an emergency 
operation, many cases of pyelonephritis and calcu- 
lous pyonephrosis may be benefited by pre-operative 
catheterization of the diseased ureter and the use of 
a retention sound. 

The treatment during the first few days after oycr- 
ation for infected renal lithiasis should consist in the 
introduction of an intrapelvic or intracanalicilar 
drain and antiseptic lavage to wash out débris that 
may have been overlooked and to disinfect the renal 
cavities. The patient should be watched for recur- 
rences for a long time. The renal pelvis must be kept 
aseptic for three months and its condition deter- 
mined twice a year. Especially to be combated is an 
enterorenal infection. According to Heitz-Bover, 
this is usually the basis of infected lithiasis or its 
recurrence. It requires medical treatment supple- 
mented by vaccination by mouth, anti-colon bacillus 
serotherapy, and hygienic and dietetic measures. 

Paci 
BLADDER, URETHRA, AND PENIS 


Coffey, R. C.: Radical Treatment of Cancer of the 
Bladder. California & West. Med., 1930, xxxiii, 52 

The author briefly summarizes his theories regard- 
ing the treatment of that type of cancer of the blad- 
der for which no cure has as yet been found. He calls 
attention to the valve-like action produced in the 
intramural portion of the ureter and its practical 
application in ureteral transplantation. He gives a 
brief outline of his technique for bilateral transplan- 
tation of the ureters by the tube method in which 
the ureter is made to run immediately under ‘he 
mucosa for a distance before it opens into the lumen 
of the bowel. In the last year, he has performed |)i- 
lateral transplantation of the ureters in thirteen 
cases without any deaths. He advises total cystecto- 
my or destruction of the bladder with large doses of 
radium after the ureteral transplantation. 

C. RuTHerForD O’CRow LEY, M.|) 


MISCELLANEOUS 


Wolbarst, A. L., and Hirsch, I. S.: Intravenous 
Urography. Med. J. & Rec., 1930, cxxxii, 1. 


Swick modified selectan-neutral by substituting 
sodium glycin for the methyl group and decreasing 
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the iodine content. The resulting product, uroselec- 
tan, is non-toxic and very soluble in water. It has 
an iodine content of 42 per cent and is excreted 
through the kidney in eight hours with no chemical 
change. Iodism has never been noted following its 
use. It is of value in demonstrating renal function 
as well as in urography. When no renal shadows are 
seen after its injection the kidney is either absent or 
its function has been largely destroyed. Intravenous 
urography with uroselectan is possible in conditions 
in which cystoscopy is contra-indicated, such as 
severe hemorrhage, inflammation of the adnexa, 
and enlargement of the prostate. 

A 4o-gm. package of the uroselectan is dissolved 
in So c.cm. of heated double-distilled water. The 
solution is then filtered twice, sterilized by heating 
for twenty minutes over a steam bath, cooled, and 
injected intravenously in two injections separated by 
an interval of from two to five minutes. The renal 
pelvis becomes visible five minutes after the injec- 
tion, but visualization of the entire urinary tract 
requires from fifteen to twenty minutes. 

BENJAMIN F. Rotter, M.D. 


Kretschmer, H. L.: Intravenous Urography. 
Surg., Gynec. & Obst., 1930, li, 404. 

Hyman, A.: Intravenous Urography in the Diag- 
nosis of Urological Diseases in Childhood. 
Surg., Gynec. & Obst., 1930, li, 409. 

In a series of eighty-five cases of adults and 
children of both sexes which are reported by KREt- 
SCHMER, uroselectan was found to be non-irritating 
and nontoxic. A local reaction or pain occurred in 
only one or two instances and a systemic reaction 
such as chills and fever in none. Only such transi- 
tory symptoms as thirst and a feeling of warmth, 
occasionally associated with flushing of the face and 
head, were noted. In ten infants and children, the 
tolerance for uroselectan was particularly good. 
Hence it appears that the use of the drug as a diag- 
nostic aid is of great importance prior to cystoscopy 
in children. One child died twenty-one days after a 
second injection, but its death could not be attrib- 
uted to the uroselectan. The blood chemistry in 
this case showed marked nitrogen retention. 

The congenital anomalies that were easily demon- 
strated included bifid renal pelves and horseshoe 
kidney. In a case of solitary kidney with a stone in 
the pelvis on one side, no shadow appeared on the 
other side and cystoscopy and chromocystoscopy 
failed to reveal a left ureter. The diagnosis of 
solitary kidney was verified at operation. In a case 
of polycystic kidney the pyelograms were not as 
clear as those of ascending urography. ‘The best 
pyelograms and ureterograms were obtained in 
cases of hydronephrosis and hydro-ureter. In cases 
of unilateral involvement, the affected side ap- 
peared in marked contrast to the normal side. The 
shadows of renal and ureteral stones seemed to be 
intensified by the uroselectan, and it was possible, 
by the use of this drug, to determine whether a 
ureteral stone was the cause of obstruction. 


Because of the rapid accumulation of the uroselec- 
tan in the bladder, the bladder should be catheter- 
ized when the lower end of the ureter is studied. 
The rapid disappearance of ureteral dilatation fol- 
lowing the passage of stones and the dilatation of 
strictures can be easily followed with uroselectan. 
In renal tuberculosis, its use gives satisfactory re- 
sults particularly when ureteral catheterization is 
impossible. It is a simple means also of investigating 
the remaining kidney without catheterization of the 
ureter of that kidney. In malignant tumors of the 
kidney, filling defects appear, but when the destruc- 
tion of the kidney is marked, intravenous pyelog- 
raphy gives less clear pyelograms than ascending 
urography. At times, retrograde pyelography af- 
fords a check. 

The author has used uroselectan also for ascend- 
ing pyelography, diluting the standard solution with 
equal parts of water. It gives very clear pictures 
without causing a reaction. It is of great aid in the 
determination of the origin and location of obscure 
abdominal pain and in the differentiation of lesions 
of right upper quadrant of the abdomen and the 
spleen. 

In conclusion, the author emphasizes that the 
older methods of urological study should still be 
used before surgical procedures are attempted. 

HyMan states that intravenous urography is of 
even greater value in the cases of children than in 
the cases of adults. Uroselectan renders the urinary 
tract visible and yields information as to the function 
and dynamics of the tract without instrumentation. 
It may be used at all ages and requires no anesthetic. 
It is absolutely non-toxic. 

The renal pelves, ureters, and bladder are out- 
lined and the kidney shadow stands out in relief. 
Lack of visualization may mean either a non-func- 
tioning kidney, temporary inhibition of function, or 
absence of the organ. Functional studies are made 
by determining the amount of uroselectan excreted 
in the urine. Normally, 95 per cent should be ex- 
creted within from six to eight hours, about three- 
fifths during the first two hours, one-quarter during 
the next hour, and the rest in the following four 
hours. When the kidneys are diseased or damaged, 
the rate of excretion is proportionately decreased. 
In the presence of stasis, uroselectan has been found 
in the urine six or eight days after its injection. 
When the kidneys are normal, the specific gravity of 
the urine is greatly increased after the injection, 
often reaching as high as 1,045 within a few hours. 
When the kidneys are diseased such an increase is 
not noted. 

The technique is simple. A child seven years old 
is given half the adult dose (which is 40 gm.), anda 
child two years old, one-quarter of the adult dose. 
Compression over the bladder region by an inflated 
rubber bag for ten minutes prior to and during the 
time of roentgenography greatly intensifies the 
pyelogram. However, two pyelograms should be 
made without compression. ‘The first exposure is 
made fifteen minutes after the injection; the second, 
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from twenty to thirty minutes later; and the third, 
from twenty to thirty minutes after the second. 
Subsequent exposures depend upon the findings of 
the first two and on the pathological process present. 
In the presence of stasis, pyelograms made late give 
more information than those made early. 

In many instances cystoscopic pyelography is dis- 
pensable. When renal function is poor, intravenous 
pyelography is usually unsatisfactory and must be 
supplemented by retrograde pyelography. In cases 
of renal neoplasms in children which have destroyed 
the entire kidney, visualization is poor and the older 
methods give more diagnostic information. How- 
ever, when there is a definitely palpable tumor on one 
side, cystoscopy may be dispensed with if the other 
kidney can be visualized normally. Pyelitis is char- 
acterized by blunting of the major and minor calyces 
and changes in the outline of the ureter. The method 
is invaluable in the study of congenital anomalies. 
In pyonephrosis and hydronephrosis, visualization 
depends upon the amount of functioning renal 
parenchyma. It appears that with good visualiza- 
tion the kidneys are probably functioning normally, 
but other factors (stasis, polyuria, roentgen tech- 
nique, and obesity) also influence the intensity of the 
shadow. 

The field of application of intravenous urography 
is very broad. In children, the method will prob- 
ably be used more as a routine procedure than in 
adults, especially in cases in which cystoscopy or 
ureteral catheterization is impossible, in cases of 
hwmaturia, and in cases of transplanted ureters. 

In twenty-two cases of children, reliable diagnostic 
data were obtained in most instances by intravenous 
urography alone. The method was of particular serv- 
ice in four cases in which the ureters could not be 
visualized because of severe cystitis. In obstructive 
conditions the degree of visualization is not entirely 
dependable as an index of impairment of renal func- 
tion. Even though considerably damaged, sufficient 
substance may accumulate in the hydronephrotic 
sac to render visualization satisfactory. In large, 
uninfected hydronephroses, visualization of a normal 
opposite kidney may afford sufficient diagnostic 
data on which to base operative indications without 
cystoscopy. However, in pyuria, it is always advis- 
able to resort to cystoscopy and ureteral catheteriza- 
tion, even when the other kidney is apparently 
normal, to determine the presence of infection. In 
the presence of poor renal function with marked 
retention in the blood, this procedure is contra- 
indicated. 

Especially in children, intravenous pyelography 
obviates all the disadvantages of retrograde pye- 
lography. It settles once for all the question of 
simultaneous bilateral pyelography. It offers an 
excellent method of studying dynamic renal and 
ureteral conditions, and appears to offer a roent- 
genographic functional test. However, until it has 
been given a more extensive:trial, it should be sup- 
plemented by cystoscopic examination. 

Louts NeuweE t, M.D. 


Paradis, J.: The Treatment of Gonorrhea with 
Acridin Salts (Traitement de la blennorragie par 
les sels d’acridine). Arch. d. mal. d. reins et d. or- 
ganes génito-urinaircs, 1930, V, 125. 

Since the introduction of intravenous treatment 
for gonorrhoea in 1912 various remedies have been 
administered intravenously in this condition. The 
author believes that the most effective is di-amino- 
methylacridin and its derivatives, gonactine, trypa- 
flavine, and chromacrine. He thinks they are in- 
dicated in both complicated and uncomplicated 
cases. The salts of acridin may be given intrave- 
nously or used locally for irrigation of the urethra 
and bladder. Paradis gives intravenous injections 
of 10 c. cm. of a 2 percent solution every other day. 
In most cases twelve injections are sufficient. The 
salts of acridin are intensely bactericidal in vitro. As 
they have a corrosive action, the injection should be 
given at a different site each time in order to prevent 
irritation of the endothelium of the vessels. (are 
should be taken also not to inject any of the solution 
into the tissues around the vein. Acridin has a 
photosensitizing action. Therefore patients who 
have been treated with it are much more sensitive to 
sunlight than other persons. 

The author has used acridin salts in the treatment 
of twenty-five cases of gonorrhoea, both acute and 
chronic, most of them complicated by cystitis, orchi 
epididymitis, or gonorrhceal rheumatism. Eighteen 
(72 per cent) were cured. Treatment with acridin 
constitutes a total irrigation of the urethra, both the 
surface and the deep tissues. It often cures cases 
that resist other forms of treatment. In recent 
gonorrhoea and its complications, a cure is obtained 
relatively rapidly. In the acute condition the <is- 
charge is stopped almost immediately, the pain is 
relieved, and the time required for cure is much 
shorter than with the usual irrigation treatment. 
Acridin has a particularly good effect on the joint 
complications of gonorrhoea. Sometimes a cure is 
obtained only gradually as the antiseptic is elimi- 
nated slowly over a long period of time. 

AupreEY G. MoreGan, M.1) 


Thompson, R.: Urinary Lithiasis. A Report on 
Cases Occurring During the Years 1910 to 1929, 
Inclusive. Guy’s Hosp. Rep., Lond., 1930, Ixxx, 2, 
314. 

The author classifies urinary calculi into two 
groups as follows: (1) travelling stones, including 
(a) those that pass and (b) those that become im- 
pacted in their passage, and (2) resting stones. Ile 
reports a series of cases of each type. 

In discussing the diagnosis of urinary lithiasis. he 
emphasizes the importance of a careful complcte 
cystoscopic examination and describes the various 
findings of roentgenography. 

In the discussion of the treatment, the conserva- 
tion of septic kidneys, particularly in bilateral renal 
lithiasis, is urged. The author reports several cases 
which show that a badly infected kidney, if properly 
drained surgically, may recover and function well 
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The majority of resting stones are found in the 
pelvis of the kidney, but occasionally such stones are 
discovered in the bladder during examination for 
some other condition. It is emphasized that the 
surgeon doing renal surgery should make an exam- 
ination for abnormalities before deciding on his 
procedure. 

In discussing bladder stones, the author calls 
attention to the danger of air embolism when the 
bladder is distended with air. Complications of 
bladder stones include prostatism, stricture of the 
urethra due to infection, and traumatic stricture 
of the urethra. In some of the cases reported the 
nuclei of the stones were formed by foreign bodies 
in the bladder. In several instances stones were 
found in the prostate. When lithotrity is done with 
difficulty, drainage of the bladder is necessary. 


Lithotrity should never be attempted without a 
preliminary cystoscopic examination. 

In the cases reviewed, the majority of the stones 
which were passed by the patient without aid came 
from the right kidney. A greater number of stones 
were present in the right kidney than in the left. 
The impacted stones were found most commonly in 
the right ureter. Vesical calculi were found in forty 
males and three females. 

The author emphasizes the very unfavorable 
prognosis in cases of bilateral renal calculi. In the 
majority of the cases of this type there is marked 
damage to both kidneys. Stones in the parenchyma 
of the kidney are extremely rare. Two cases of 
renal calculus reviewed were probably due to 
ascending inflammation from the bladder or pelvic 
tissues. ELMER Hess, M.D. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Geschickter, C. F., and Copeland, M. M.: Tumors 
of the Giant-Cell Group: A Pathological 
Entity. Arch. Surg., 1930, xxi, 145. 

Geschickter and Copeland believe that, on the 
basis of their relationship to the resorption of 
cartilaginous bone, the former clinical entities, bone 
cyst, giant-cell tumor of the long bones and skull, 
epulis of the alveolar border, and giant-cell tumors 
of the xanthoma group found in the tendon sheaths 
are pathologically related. The solitary bone cyst, a 
form of osteitis fibrosa, is an arrested giant-cell 
tumor. The age curves of the bone cyst and the 
giant-cell tumor show that as the healing power of 
the bone cells declines with the advance in the age 
of the patient, bone cysts decrease and giant-cell 
tumors increase in frequency. The pathological 
process involved in these tumors is associated with 
the formation of new bone from cartilage. It is be- 
lieved that the giant-cell tumor preserves its em- 
bryonic bone-destroying functions and is funda- 
mentally related to the proliferation of osteoclasts in 
bone newly formed from cartilage. Most giant-cell 
tumors of the skull have been traced to association 
with cartilaginous centers of ossification. The 
epulis is related to the process of resorption of the 
temporary bony structure of the deciduous teeth. 
Giant-cell tumors of the tendon sheaths, erroneously 
classed as xanthomata, are in reality tumors of the 
sesamoid bones. 

Trauma is related to the bone cysts and the giant- 
cell tumors, not as an indefinite etiological factor, 
but as an initial event causing disruption of the 
cortical blood supply which results in an imbalance 
between osteoclastic proliferation in the medulla and 
reactive compact bone in the cortex. The age of the 
patient, the site of the injury, the rate and extent 
of cartilaginous ossification at the end of the bone, 
and the nature of the blood supply in the affected 
region are predominant factors in the pathology of 
these tumors. 

Factors in giant-cell proliferation are: 

1. A normal histogenic proliferation of giant cells 
which occurs only in calcified cartilage or the tem- 
porary bone of the roots of deciduous teeth. 

2. Injury and necrosis of an area of cortical bone 
overlying an actively ossifying epiphyseal or meta- 
physeal region. 

3. A response on the part of giant cells and 
capillaries in cancellous bone to the need for collat- 
eral circulation. 

4. Disturbances in calcium and _ phosphorous 
metabolism inhibiting normal growth and defensive 
reaction of cortical bone. ELIZABETH CRANSTON. 


§2 


Massart, R.: Joint Malformations of Obstetrica! 
Origin (Les malformations articulaires d’orivine 
obstétricale). Bull. et mém. Soc. d. chirurgiens di 
Par., 1930, xxii, 394. 

Attention is called to certain malformations of the 
shoulder and hip due to obstetrical trauma which 
are often believed to be congenital. The author has 
found several fractures of the clavicle in children 
which were mistaken for paralysis of the arm. Such 
injuries occur in delivery accomplished under 
difficulties, often in rural districts by practitioners 
or midwives unaccustomed to managing dystocia. 
The author reviews the cases of six patients with a 
shoulder injury and one patient with a hip injury 
due to obscure obstetrical trauma. All of the paticiits 
were followed for ten years. 

The injuries at the shoulder which have been 
called subluxations are often accompanied by le- 
sions of the brachial plexus caused by stretching. 
Malformation may occur without paralysis and 
paralysis without malformation. The infant’s injured 
shoulder is very tender to touch and manipulation, 
and is often held immobile in inward rotation which 
brings the epicondyle forward, causes a marked 
deltopectoral furrow, and leads to the diagnosis of 
paralysis of the arm. In many such cases there is 
only a separation of the epiphysis of the upper end 
of the humerus and the arm should be immobilized 
in external rotation. If the arm is left in malposition 
the separated epiphysis may grow on at an angle of 
go degrees with the arm in marked internal ro- 
tation. 

Primary X-ray examination of the newborn 
usually fails to give information with regard to 
joint injuries on account of the easy penetration of 
the epiphyseal cartilaginous area by the X-rays, 
but a series of roentgenograms made over a period 
of several years will eventually aid in the diagnosis. 
When lesions of the shoulder and hip due to obstet- 
rical trauma are unrecognized, they interfere with 
the normal development of these joints. 

KELLOGG SPEED, M.D. 


St. Kartal: Chondromatosis of the Joint Capsule. 
Surg., Gynec. & Obst., 1930, li, 99. 

Chondromatosis of joint capsules was first <e- 
scribed in 1900 by Reichel. There are two theorics 
as to the cause—the theory accepted by Lexcr, 
which ascribes the condition to tumor growth, and 
the theory accepted by Lotsch and Beckmann 
Ivarsson, which ascribes it to chronic irritation. 
However, the etiology is still doubtful as the tissue 
has never been studied microscopically. Because 
of the exuberance of arthritic formation of cartilage 
in the capsule, Kappis regards the condition as a 
neoplastic change. The author states that there are 
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graded transitions between osteochondritis dis- 
secans on the one hand and arthritis deformans on 
the other, and also between the latter and chon- 
dromatosis. He concludes that chondromatosis of 
joint capsules is a disease entity. 

The clinical diagnosis is difficult because the 
symptoms may be obscured by those of some other 
chronic non-inflammatory joint disease or because 
the chondromatosis may produce no characteristic 
symptoms. In a fully developed case, the roentgen 
findings must be differentiated from those of osteo- 
chondritis, in which no cartilage foci are found in 
the joint capsule; those of arthritis deformans, in 
which cartilage exuberance arises in the synovial 
villi of the joint; and those of calcareous bursitis, 
hemophilic joints, and myositis ossificans. 

The author reports eleven cases of chondromatosis 
of the joint capsule. The patients continued to do 
heavy work under conservative treatment or with 
no treatment at all. In most cases the main object 
of treatment should be to prevent the occurrence of 
secondary arthritic changes. Operation is indicated 
only when the chondromatosis causes mechanical 
interference with joint function. 

Rupotpu S. Reicu, M.D. 


Key, J. A.: Traumatic Arthritis and the Mechanical 
Factors in Hypertrophic Arthritis. J. Lab. & 
Clin. Med., 1930, XV, 1145. 

Following a discussion of the various theories 
that have been advanced and a review of numerous 
investigations that have been carried out by various 
investigators with regard to the cause of hypertro- 
phic arthritis, the author reports studies he has made 
on rabbits to test the mechanical theory of the origin 
of the condition. He states that he has produced the 
pathological picture of hypertrophic arthritis in the 
knee joints of rabbits by resecting a small rectangle 
of cartilage from the patellar surface of the femur. 
In more recent experiments on rabbits he attempted 
to produce it by the manipulative production of 
knock-knee. Of the animals of the latter group which 
grew to adult life, all showed definite chronic arthri- 
tis of the hypertrophic type with osteophytes around 
the cartilage margin, more or less hypertrophy of 
the involved bones, and hyperplasia of the synovial 
membrane. However, the value of the experiments 
was lessened by the fact that all of the knees showed 
evidence of definite articular damage occurring at 
the time of the manipulation. The lower end of the 
femur had been fractured, the femoral epiphysis had 
slipped, or the crucial ligaments had been ruptured. 
What was produced was traumatic arthritis from 
disorganization of the joint or cartilage and bone 
injury and not chronic arthritis from faulty me- 
chanics in weight-bearing. 

With regard to the occurrence of chronic arthritis 
in man as the result of trauma, Key cites cases in 
which it developed in a metatarsophalangeal joint 
after a violent kick, in the knee joint as the result 
of strain due to genu valgum and following an injury 
to the internal semilunar cartilage and anterior cru- 


cial ligament, in joints which had been fractured and 
imperfectly reduced, and in the first metatarso- 
phalangeal joint from the pressure of short shoes. 
In conclusion, Key states that he has not attempt- 
ed in this report to prove the mechanical functional 
theory of the disease. He has intended merely to 
emphasize that the pathological picture of hyper- 
trophic arthritis may be produced by mechanical 
insults to a joint; that in many cases the symptoms 
can be relieved by rest and the correction of static 
defects; and that the basic cause of the disease is 
still being sought. FREDERICK A. Jostes, M.D. 


King, E. J. S.: On Some Aspects of the Pathology 
of Hypertrophic Charcot’s Joints. Brit. J. Surg., 
1930, XVill, 113. 

Hypertrophic Charcot’s disease is associated with 
nervous lesions of many types, such as_ tabes, 
general paralysis of the insane, syringomyelia, 
paraplegia, myelitis, and peripheral nerve lesions. 

In this grotesque form of osteo-arthritis the 
exaggeration of the processes concerned is due to 
frequent traumatisms permitted by bone and joint 
anesthesia. Small pieces of dead bone are evident 
in the articular ends of the bones. There are also 
areas of great cellular activity with fibroblastic 
proliferation and a large development of new bony 
and cartilaginous tissue suggesting a neoplastic 
rather than an inflammatory proliferation. 

The processes involved are anaplasia of the con- 
nective tissue cells to a primitive type with subse- 
quent differentiation in various directions. The 
stimulus for the anaplasia may be the products of 
dissolution of the small pieces of necrotic bone. 

WALTER P. Biount, M.D. 


Morton, C. B.: Osteogenic Sarcoma or the Hu- 
merus: A Review of the Literature and a 
Case Report. Arch. Surg., 1930, xxi, 444. 

Morton reports a case of telangiectatic sarcoma 
of the humerus in a mulatto boy seventeen years of 
age. The tumor grew rapidly, only four months 
elapsing between the onset of the symptoms and 
death. It presented the clinical characteristics of a 
low-grade osteomyelitis with a relatively acute on- 
set, pain, tenderness, swelling, local heat, fluctua- 
tion, fever, and leucocytosis. ‘The roentgen diagnosis 
was osteogenic sarcoma, but chronic low-grade oste- 
omyelitis could not be entirely excluded. 

Osteogenic sarcoma of the telangiectatic variety 
is very vascular. It may even pulsate. It develops 
very rapidly, destroying the shaft of the bone, caus- 
ing pathological fractures, and soon forming met- 
astases. It consists of a series of communicating 
blood sinuses lined by hyperchromatic spindle and 
polyhedral cells and supported by partly ossified 
tumor tissue. The periosteum is soon perforated, the 
neoplasm then invading the muscle or a joint. 

Kolodny attributes the development of osteogenic 
sarcoma to an unknown stimulus which breaks the 
“growth restraint.’”’ Trauma has frequently been 
suggested as such a stimulus. 
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Ewing advises irradiation as a therapeutic test 
and pre-operative measure. In Codman’s opinion, 
amputation supplemented by the use of Coley’s 
toxins offers the best chance of cure. 

Rupotpu S. Reicu, M.D. 


Platt, H.: Cysts of the Long Bones of the Hand 
and Foot. Brit. J. Surg., 1930, xviii, 20. 


Cysts of the long bones of the hand and foot 
show on a miniature scale many of the clinical fea- 
tures typical of bone cysts in general. They tend 
to develop insidiously, causing little or no discom- 
fort and often escaping recognition until the oc- 
currence of a spontaneous fracture. 

The author reviews seventeen cases. Nine of the 
patients were females. Eight were under twenty 
years of age, four were between twenty and thirty 
years, and five were thirty years old or older. 

The number of cysts was twenty. Of the thirteen 
cysts which were explored, three were treated by 
curettage and cauterization and ten by curettage, 
cauterization, and bone grafting. The cysts occurred 
in the little finger in nine cases, in the index finger 
in three cases, and in the ring finger, middle finger, 
thumb, great toe, and third toe in one case each. 
The proximal phalanges were involved in nine 
cases, the middle or distal phalanges in two, the 
metacarpals in seven, and the metatarsals in two. 

In thirteen of the cases the cysts were discovered 
by roentgen examination soon after the occurrence 
of a localized injury. In eight of this group the 
roentgenogram showed evidence of fracture through 
the cyst wall, but unmistakable clinical signs of 
fracture were rarely demonstrated. In four of the 
seventeen cases the condition was associated with 
pain of gradual onset, localized swelling, or the 
appearance of a lump. 

The author reviews also sixteen cases of cysts re- 
ported from the Johns Hopkins Hospital, Baltimore. 

While there is ample proof that these cysts can 
be effectively treated by curettage followed by 
cauterization of the shell with pure carbolic acid, 
the author supplements curettage and cauterization 
by filling the cavity as full as possible with one or 
more autogenous grafts to stimulate its obliteration. 

He believes that such mutilating procedures as 
resection and amputation should be reserved for the 
very rare cases of neglected cysts in which the 
lesion has perforated the bone shell. 

H. EarLte Conwe tt, M.D. 


Cordes, E.: The Development of Subchondral 
Osteonecrosis. Necrosis of the Semilunar Bone. 
(Ueber die Entstehung der subchondralen Osteone- 
krosen. Die Lunatumnekrose.) Beitr. s. klin. Chir., 
cxlix, 28. 

The author groups together as subchrondral 
osteonecroses the following conditions: osteo- 
chrondritis dissecans, Perthes’ disease of the hip, 
Koehler’s disease of the metatarsals, Kienboeck’s 
necrosis of the semilunar bone, Koehler’s disease of 
the navicular bone of the foot, and necrosis of the 


sesamoid bones. As a rule the process is an aseptic 
circumscribed necrosis of the bone which is bounded 
by cartilage. In its causation, a réle of considerable 
importance is played by trauma in addition to other 
factors such as general diseases and constitutional 
tendencies. 

Osteochondritis dissecans is characterized by the 
separation of a circumscribed subchondral osseous 
focus in a typical location. Small particles of bone 
become separated by the bony prominences of the 
superimposed joint without separation of the joint 
cartilage and a small subchondral area of bone then 
becomes necrotic. As the result of repeated trauma 
or uncoérdinated movements, the projections from 
the joint which were responsible for the initial 
separation finally cause the separation of a {free 
body. The traumatic origin of osteochondritis 
dissecans has received general recognition. 

Necrosis of the semilunar bone is not particularly 
rare. It occurs in the right hand more frequently 
than in the left, and more frequently in males than 
in females. It does not occur before the seventeenth 
year of age. It is most common between the twen- 
tieth and thirtieth years, and develops particularly 
in laborers. Views differ as to its relationship to 
trauma. It is manifested first by pain in the wrist 
on motion and pressure. The pain on pressure is 
strictly limited to the semilunar bone. The pain 
is slight immediately after the trauma, but grad- 
ually increases. Then there is frequently a free 
interval until, with changes in form, the symptoms 
recur. In the beginning, the movement of the hand 
is free. Soon, a slight swelling develops, which may 
persist for a long time as a reactive oedema in the 
region of the necrosis of the semilunar bone. ‘The 
bony structure is at first unchanged, fine fissures 
being recognized only rarely. Later, but often not 
until after a period of months, coarser structural 
changes occur—a regular diffuse thickening, zones 
of rarefaction and condensation, obliteration of the 
bone structure, and finally collapse of the semilunar 
bone. On the volar and dorsal periosteum-covered 
surfaces there are irregular nodular areas of bone 
stratification. There is a true new-bone formation. 
Finally, the zones of rarefaction disappear and the 
very greatly reduced semilunar bone acquires a 
normal structure. With an increase in the compres 
sion and the arthritic changes in the wrist, the pains 
increase but may remain within endurable limits. 

The author then discusses the theories of the 
etiology and pathogenesis of the condition. Accor 
ing to these, the basis of the disease is a total necrosis 
of the entire semilunar bone or of a central, prox 
imally directed portion which is due to nutritional 
disturbances without infection. Cordes reports in 
detail eight of his own cases with a description of the 
microscopic findings. In his opinion, there are on|\ 
two plausible theories—one ascribing the necrosis 
to embolism, and the other ascribing it to tearing oi 
the ligaments or a compression fracture. Embolism 
and tearing of the ligaments would produce similar 
changes in the interior of the bone, namely, an 
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anemic necrosis with a hemorrhagic bordering zone 
formed by the anastomosing vessels. Moreover, the 
focus would occur on only one side of the semilunar 
bone. The author’s investigations have shown that 
the necrosis is situated centrally and more in the 
proximal portion. This typical location and the 
absence of signs of injury in the ligaments disprove 
the theory of ligament rupture. Moreover, no sign 
of vascular disturbances such as thrombosis or 
embolism were found. The author’s studies of the 
vascular supply of the semilunar bone also indicate 
that the necrosis is not due to ligament tears or 
embolism. The semilunar bone is nourished sim- 
ilarly from both periosteal sides by several vessels. 
Otherwise it is completely cut off from the circula- 
tion by its four joint surfaces as well as by the layer 
of periosteum over a layer of fibrocartilage which 
does not permit the passage of large blood vessels. 
Therefore the inner side of the fibrocartilaginous 
covering of the bone is also supplied by recurrent 
branches from the interior of the semilunar bone. 

From these observations the author concludes 
that the cause of the necrosis is always a compression 
fracture. He has found fractures in all cases. That 
these fractures were primary was proved by the 
readily recognizable hemorrhages which were al- 
ways limited to the site of the fracture. The crummy 
necrosis, or Axhausen’s bone meal, is the remains of 
hemorrhage. The lines of fracture have a typical 
direction. Apparently, the compression of the semi- 
lunar bone between the radius and the capitate bone 
results in a compression fracture between the 
proximal and distal joint surfaces and at the same 
time a tearing fracture between the lateral surfaces. 
The cartilaginous covering, being not compressible, 
gives way at the sides. The bone nucleus of the 
semilunar bone is squeezed out of its covering of 
cartilage. The extent of the fracture varies accord- 
ing to the force with which the semilunar bone is 
compressed between the capitate bone and the 
radius. When the trauma is slight, there is an iso- 
lated fracture below the volar joint surface. More 
severe trauma causes a fracture below the distal 
joint cartilage and separation of the semilunar bone 
into a dorsal and a volar fragment, with preservation 
of the cartilage or its partial or complete rupture. 
Extensive necrosis of the entire semilunar bone is 
due to tearing of the afferent vessels by the line of 
fracture under the periosteum. In less severe cases, 
a necrotic area develops in indirect contiguity to the 
fracture and a region extending more deeply. This 
marginal necrosis is due apparently to an increase 
in the internal pressure from congestion and the 
fracture hematoma. 

Therefore, necrosis of the semilunar bone is caused 
by a primary fracture, and the extent of the necrosis 
is dependent on the form of the fracture lines. Sub- 
sequently, a giant-cell and spindle-cell granulation 
tissue grows from both periosteum-covered sides 
into the necrotic bone and absorbs it. Only late is 
there a new bone formation in this connective 
tissue. For a considerable period there remains a 


broad zone of connective tissue which is manifested 
roentgenologically as a cystic rarefaction on the 
dorsal and volar aspects. Cysts arising from the re- 
mains of fractures and hematomata and from 
dilated vessels are occasionally demonstrated, but 
not roentgenographically. In older cases four zones 
may be distinguished: (1) the necrotic central part, 
(2) the reparative zone, (3) external to the reparative 
zone, an area of old bone with an inner area of new 
bone formation, and (4) external to this, a layer of 
new bone. 

During the course of the reparative processes 
there is a gradual collapse of the semilunar bone. 
This is due to the loss of firmness in the necrotic 
bone trabecule and in part to the slight resistance 
to pressure of the newly formed connective tissue 
parts. The collapse of the bone is favored by move- 
ments of the hand which cause repeated congestion. 
The necrotic area shows little tendency to heal. It 
persists over a period of years. This is explained by 
the great extent of the necrosis and the exposed 
position of the bone. The author’s study of the lines 
of force in the metacarpus shows that, in a fall, the 
semilunar bone is affected most, being caught be- 
tween the capitate and the radius. Similar changes 
occur in the navicular bone, although more rarely 
since the force is concentrated on the semilunar 
bone. The arthritis deformans associated with 
necrosis of the semilunar bone occurs only in older 
cases and is secondary to nutritional disturbances. 

Erich Hempet (Z). 


Wagner, L. C.: Intra-Articular Endothelial Tumors 
Arising from the Synovial Membrane. Anu. 
Surg., 1930, Xcii, 421. 

Wagner reports two intra-articular endothelial 
tumors arising from the synovial membrane, one 
developing in the anterior space of the knee joint 
of a man thirty-five years old and the other in the 
anterior space of the ankle joint of a girl fifteen 
years old. On exposure the tumor adapts itself to 
the shape of the joint space it occupies. 

The neoplasm is definitely capsular, its only at- 
tachment being to the synovial membrane. It has 
a yellowish-brown tinge and is very cellular and re- 
sistant to the touch. Histological examination shows 
elongated blunt cells, sometimes fusiform, lying 
close together. The nuclei are round or oval. In 
certain zones the fibrous tissue exceeds the cellular 
elements. 

The clinical diagnosis is diflicult as there is no 
definite disability. Roentgenograms show a definite 
circumscribed shadow in the soft tissue structures. 

Amputation is usually necessary to effect a cure. 

Rupoteu S$. Reicn, M.D. 


Camurati, M.: Congenital Pseudarthrosis of the 
Tibia (Le pseudoartrosi congenite della tibia). 
Chir. d. organi di movimento, 1930, Xv, 1. 

The author reviews the literature on congenital 
pseudarthrosis of the tibia and reports 27 cases from 
the Rizzoli Orthopedic Institute. 
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The condition is a localized osseous dystrophy 
occurring in a limb which is relatively well developed 
in its important parts but otherwise shows more or 
less atrophy. It may or may not be associated with 
a similar lesion of the fibula. 

Only 145 cases have been recorded. Fifty-seven 
and six-tenths per cent of the patients were males. 
In 95.5 per cent the condition was unilateral. In 
the author’s opinion, it is due to arrest of develop- 
ment, and heredity plays only a minor réle in its 
pathogenesis. 

The most constant, and sometimes the only, 
change is a deviation of the tibia from its normal 
axis. This may form an acute or obtuse angle with a 
superior or inferior apex. The convexity varies, but 
is usually anterior. Atrophy is constantly present 
in the lower fragment, but may occur also in the 
upper fragment. The leg may be shortened as much 
as 12 cm. Compensatory lengthening of the femur 
occurs occasionally. Sometimes there is a scar in 
the skin at the apex of the curvature. The foot is at 
first in normal position, but may assume the equinus 
or talipes position secondarily to compensate for 
the curvature of the leg. Vasomotor disturbances are 
rare. 

Three clinical types of pseudarthrosis of the tibia 
may be distinguished—the latent, the fixed, and the 
mobile. In the latent type there is no interruption 
in the bony skeleton. The curvature is usually 
anterior and inward. Changes are present at the 
junction of the lower and middle thirds of the tibia, 
and often in the fibula. The diaphysis shows atrophy 
and shortening. Frequently there is an annular 
circular thickening at the point of maximum curva- 
ture, the medullary canal being partially or entirely 
obliterated. 

In the fixed or closed pseudarthrosis, dense con- 
nective tissue separates the broken ends of the tibia, 
but the fibula is intact. The direction of the curva- 
ture is the same as in the latent type. 

In mobile pseudarthrosis both bones are frac- 
tured, the curvature usually forms an acute angle, 
the ends of the fragments, which are pointed or 
hook-shaped, may overlap, and atrophy is usually 
present. 

In the fixed type, walking is possible, but in the 
loose type it is impossible unless a splint is used. 

Three types of the condition are evident also on 
roentgen examination: (1) a type with simple curva- 
ture in which there is abnormal diffusion of the 
cortical trabeculations due to the flexion and 
torsion of the tibia; (2) pseudarthrosis without great 
loss of bone, in which the cortical thickening is 
limited to the superior tibial fragment and the bone 
surrounding the fracture; and (3) pseudarthrosis 
with great loss of bone, in which cortical thickening 
is limited to the proximal fracture surface or may be 
completely absent, or there may be cortical atrophy. 

Macroscopically, 2 main types are distinguished: 
(1) that with simple curvature without pseudarthro- 
sis, and (2) that with pseudarthrosis. The first type 
is characterized by deviation of the axis, atrophy, 


diminution in the length and diameter of the tibial 
and fibular diaphyses, and absence of fractures and 
callus. In the second type there is marked atrophy 
in the distal fragment; the fractured end of the upper 
fragment may be rounded, pointed, or concave or 
form a glenoid cavity receiving the lower fragment; 
overlapping is not uncommon; the osseous tissue ad- 
joining the pseudarthrosis is friable, especially in 
the distal fragment; the fragments are usually united 
by fibrous or fibrocartilaginous tissue; the soft tis- 
sues show atrophy without degenerative changes of 
the muscles which insert into the tibia and fibula; 
and the sural triceps is retracted and sometimes 
hypertrophic. 

The author reports the histological findings in 
tissue removed from the region of the pseudarthro- 
sis in 1 case. Proximally there was normal bone. 
Toward the area of the pseudarthrosis the bony 
lamellae became denser and rich in pyknotic nuclei, 
assuming an osteoid appearance. No osteoblasts 
were present. The bone marrow showed an increase 
in the nuclei and fibrous changes. The pseudar- 
throsis itself consisted of dense connective tissue 
which was rich in cells showing little mitosis but 
poorly vascularized. In places, bony trabeculx 
traversed this connective tissue from the proximal 
to the distal fragment. The periosteum passed over 
the periphery normally. The author concludes that 
these changes do not constitute a definite patho- 
logical entity. 

At best, the prognosis should be guarded. ‘he 
condition can be cured, usually with difficulty, but 
there is no assurance that it will not recur. 

As the pseudarthrosis tends to get worse, early 
treatment is advisable. Non-operative measures 
include immobilization, the local injection of irri- 
tants, and the induction of hyperemia. Surgery 
offers the best chance for success, but should not be 
attempted before the patient is six years old. The 
operative measures include osteotomy in the latent 
cases and resection of the pseudarthrosis followed 
by suture of the bony fragments or bone transplanta- 
tion. The author describes several types of bone 
transplantation. The postoperative immobilization 
must be continued for years after clinical and 
roentgenological evidence of apparent cure has been 
obtained. 

Of 97 surgically treated cases reviewed by the 
author, a cure was obtained in 30, improvement in 
16, and no change in 51. Twenty-one of the 30 cures 
followed bone transplantation. 

A. Louis Rost, M.D. 


Pouzet, F.: Tuberculosis of the Calcaneum in 
Children (La tuberculose du calcaneum chez 
Venfant). Rev. d’orthop., 1930, xvii, 301. 

Tuberculosis of the calcaneum may develop in 
early childhood when the center of ossification of the 
bone is active, or later when the posterior epiphyseal 
center becomes active. The author has treated 
twenty-four children with this condition. Eight 
were under six years of age. Of the sixteen who were 
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older, the majority were between nine and eleven 
years. In most of the cases reported by Chicandard 
the subastragaloid joint was affected, but this was 
not true in the author’s cases. In some of Pouzet’s 
cases there was slight limitation of movement. 

The external surface of the calcaneum was exposed 
by an Ollier L-shaped incision and a thorough curet- 
tage performed, except in one old case, that of a 
child fifteen years of age, in which a subperiosteal 
resection was performed. The curettage left only a 
shell of bone. Pouzet believes that such a thorough 
curettage is better than a limited curettage as the 
latter may be followed by recurrence necessitating 
further operation. The bone is reconstructed very 
readily in the child when the cartilage shell remains 
intact. In eight of Pouzet’s cases there were cir- 
cumscribed caseous foci with a zone of peripheral 
condensation. In sixteen, the lesions were more 
diffuse. Pouzet attributes the predominance of 
diffuse lesions to the fact that his patients were 
operated upon early. Chicandard says that the con- 
densing osteitis surrounding the caseous lesions is a 
cicatrization which begins from eighteen to twenty- 
four months after the beginning of the disease, but 
the author has seen it much earlier. 

In three of Pouzet’s cases death resulted from 
severe general tuberculosis. In two cases the lesions 
progressed and necessitated tarsectomy and the 
patient died later of cachexia. In three cases the 
curettage was not extensive enough and was followed 
by recurrence. Sixteen of the patients recovered 
with absolutely normal or very good function and 
without talipes cavus or any of the other anatomical 
abnormalities mentioned by Chicandard. 

AupreY G. Morcan, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Dorrance, G. M.: Osteoperiosteal Bone Grafts. 
Ann. Surg., 1930, Xcli, 161. 

Dorrance reports a case in which an osteoperiosteal 
graft from the tibia was used to bridge the tibia and 
femur in extra-articular arthrodesis of the knee. 
The usual arthrodesis was contra-indicated because 
the leg was already shortened and there was danger 
of lighting up an old arthritis. The result was good. 

Also reported are experiments on dogs in which 
the lower jaw was bridged by osteoperiosteal grafts. 

Dorrance emphasizes that a good supply of bone 
must be included with the periosteum in these 
operations, and that as much care must be taken 
in preparing the bed for the graft and fixing the 
graft firmly in place as in the use of the full-thick- 
ness graft. Osteoperiosteal grafts require a longer 
time to become solid than full-thickness grafts. 

In the discussion of this report, WAGONER said 
that failures are sometimes due to areas in the 
graft where bone chips are not adherent to the 
periosteum. 

Ivy reported that for the bridging of small defects 
in the jaw he prefers the osteoperiosteal graft, but 


for the correction of large defects he uses the full- 
thickness graft. Cuester C. Guy, M.D. 


Hench, P. S., Henderson, M. S., Rowntree, L. G., 
and Adson, A. W.: The Treatment of Chronic 
‘Infectious’? Arthritis by Sympathetic Gan- 
glionectomy and Trunk Resection. J. Lab. & 
Clin. Med., 1930, Xv, 1247. 

Aside from removal of foci of infection, the major 
and relatively more successful forms of treatment 
for chronic “infectious” arthritis are all directed 
toward increasing the circulation of the joint, in- 
creasing the temperature and thus the metabolism 
of the joint, and increasing the oxidation of articular 
tissue. 

The treatment of certain cases of chronic arthritis 
by resection of sympathetic ganglia and trunks was 
instituted by Rowntree and Adson in the hope that 
it would produce an optimal degree of articular cir- 
culation in certain joints at least. 

Any superiority in results that may come from 
resection of sympathetic ganglia and trunks in cer- 
tain well-selected cases of chronic infectious arthritis 
may be due solely to the fact that by this procedure 
the desired favorable state is maintained over a 
protracted period, possibly permanently, instead of 
intermittently for only a few minutes or hours at a 
time. 

The general principle of resection of sympathetic 
ganglia and trunks is to cut out and remove the 
sympathetic ganglia and their rami that contain 
vasoconstrictor fibers to the vessels of the extrem- 
ities, thereby increasing the circulation and tem- 
perature of the joints of the extremities and prob- 
ably increasing tissue-oxidation within them. 

Operation is indicated probably in only a small 
percentage of cases of chronic “infectious” arthritis. 
Satisfactory results have been obtained frequently 
in cases in which there have been changes in the 
soft tissues or the joints of the hands and feet. In 
some cases, no benefit has been obtained. 

At the Mayo Clinic the selection of cases for the 
operation described is based at the present time on 
the following six major requirements: 

1. The “arthritis” should be chiefly periarticular 
or synovial (capsular) with little, if any, bony altera- 
tion (destruction or hypertrophy) except atrophy. 

2. The patient preferably should demonstrate 
some of the alterations in vasomotor tonus shown 
objectively by cold, clammy, sweating hands and 
feet and a reduction in the blood pressure (approxi- 
mately below from 110 to 115 systolic), and sub- 
jectively by intermittent numbness and tingling. 

3. Vasomotor alterations must be capable of 
correction or over-correction by release of the con- 
trol of the sympathetic apparatus. The possibility 
of such correction can be demonstrated by determin- 
ing the “‘vasomotor index”; that is, by obtaining a 
definitely higher cutaneous temperature than mouth 
temperature after typhoid vaccine has been given 
intravenously. The temperature of the joints of the 
extremities may or may not be identical with that 
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of the skin over them, but the temperature of the 
latter serves as an index of elevation of temperature 
from vasomotor dilatation. 

4. The patient should preferably be less than 
thirty-five years of age and not more than forty-five 
years. 

5. The arthritis should be progressive, and the 
main disability should be confined to the extremities, 
particularly the hands and feet. If the arthritis is 
not progressive, continuation of the therapeutic 
program already established may accomplish satis- 
factory results. If it does not, and if the degree of 
disability is great, operation may be permissible in 
carefully chosen cases. 

6. A reasonable period, probably at least from six 
to twelve months, of intensive, not haphazard, treat- 
ment by the more established, less radical procedures 
should be allowed before resection of sympathetic 
ganglia and trunks should be considered. However, 
rapid progress of the condition or the stress of 
economic circumstances may necessitate considera- 
tion of earlier surgical measures. 

The authors conclude that resection of sympa- 
thetic ganglia and trunks is not applicable to all 
forms of arthritis or of value in all stages and degrees 
of chronic infectious arthritis. At the present time 
it is their impression that it is of definite benefit in 
certain carefully selected cases when all other rea- 
sonable measures have failed. Used properly and 
not delayed too long, it may, by maintaining an in- 
crease in the temperature, circulation, and perhaps 
the metabolism of the more distal joints of the ex- 
tremities, induce a stage of compensation in the 
arthritic disability that cannot be produced other- 
wise. The final opinion regarding the proper selec- 
tion of cases for the operation and the value of the 
procedure in properly selected cases cannot yet be 
expressed. 


Lange, F.: Tendon Transplantation (Sehnenver- 
pflanzungen). Verhandl. d. deutsch. orthop.Gesellsch., 
1930, P. 97- 


The author reports thirty-eight cases of tendon 
transplantation dating back twenty-four years. In 
a case of complete paralysis of the triceps muscle, 
the muscle was replaced by a 30-cm. silk tendon ex- 
tending from the latissimus dorsi and the teres major 
to the olecranon. In a case of club-foot, considerable 
improvement was obtained from the attachment of 
silk tendons to the tibialis anterior and gastroc- 
nemius. In a case of paralytic club-foot with 
paralysis of the tibialis anterior and posterior, the 
peroneus longus was attached to the inner surface 
of the calcaneus and silk tendons were attached from 
the extensor digitorum longus to the navicular bone. 
This procedure is suggested also for flat-foot of the 
usual severity. 

For talipes calcaneus, transplantation of the 
peronei, tibialis posterior, flexor digitorum, and 
flexor hallucis to the tendon of Achilles is indicated. 
Quadriceps paresis and quadriceps paralysis must be 
carefully differentiated. In paresis, the attachment 


of a silk tendon to the sartorius and transplantation 
of a muscle (the biceps) may render extension pos- 
sible. In complete paralysis, sufficient material must 
be used for substitution. The author reports two 
cases, one of which was operated upon twelve years 
ago and the other twenty-four years ago. Severe 
flail knees may be stabilized by silk lateral bands, 
In one of the cases reviewed an internal silk band 
the size of a finger gave complete function. 

A difficult procedure is the substitution of the hip 
muscles. A substitute for the flexor muscles may be 
obtained by freeing the upper end from the vastus 
externus, prolonging it with a silk tendon, and sutur- 
ing it to the anterior iliac spine. Up to 192: no 
substitute had been devised for the paralyzed 
gluteus maximus. Today, a substitute is forme: by 
extending a braided silk tendon from the sacro- 
spinalis to the trochanter. The gluteus medius and 
minimus may be replaced by a plastic operation in 
which the latissimus dorsi from the other side is 
brought diagonally under the skin of the spinal 
column to the trochanter major. Complete substi- 
tution for the paralyzed glutei is impossible. but 
the limping can be decreased and walking made 
more sure. ENGEL (/). 


Massart, R.: Tuberculosis of the Shoulder and 
Arthrodesis (La tuberculose de l’épaule et l’artro- 
dése). Rev. de chir., Par., 1930, xlix, 112. 

In tuberculosis of the shoulder resection by no 
means always gives the mobility it is supposed to 
give. Ankylosis of the shoulder is not a very serious 
inconvenience as it is admirably compensate by 
the great degree of mobility of the scapula. ‘There 
is little limitation of movement except in elevation 
and outward rotation of the arm. 

The author describes his technique for arthrodesis 
of the shoulder and shows the steps of the operation 
by illustrations. He uses Neudorfer’s epaulette 
incision above the joint, a transacromioclavicular 
incision which is begun at the posterior border of 
the scapula where the plane of the glenoid cavity, if 
prolonged, would meet the acromion, and is con- 
tinued forward to the coracoid process. It involves 
incision of the acromion process and the external end 
of the clavicle. Some surgeons object to it because 
they think section of the acromion process and the 
clavicle is serious, but the author finds that it simpli- 
fies closure of the joint. The incision advocated is 
of advantage also because it is not followed by the 
oozing of blood and serum that occurs after an in- 
cision made beneath the joint, there are no vessels 
to ligate, and the bone hemorrhage is controlled b) 
tamponing. The capsule is opened if it has not al- 
ready been destroyed by the tuberculosis and the 
joint is opened. The diseased tissue and fungosities 
are removed and as much as necessary of the bone 
of the glenoid cavity and humerus is excised. ‘This 
can be accomplished without disturbing the muscle 
insertions. The cavities left by the excisions are 
filled with osteoperiosteal grafts, which form a bridge 
between the two bones. The grafts are taken from 
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the tibia and used at once. The capsule is then 
closed, the muscle layers are sutured, and the 
acromion process and clavicle are sutured in place. 

While the patient is still under the anesthetic 
the shoulder is immobilized in abduction of 30 de- 
grees and internal rotation of 60 degrees. The im- 
mobilization is maintained for two months, during 
which period the patient is given general and recal- 
cifvying treatment. At the end of that time the joint 
is solid. A roentgenogram is then taken. Thereafter 
the forearm is allowed to be free, but a small plaster 
spica of the shoulder remains in place for three 
months. 

Two cases are reported with roentgenograms. 

AupREY G. MorcGan, M.D. 


Dandy, W. E.: An Operation for the Treatment of 
Spasmodic Torticollis. Arch. Surg., 1930, xx, 
1021. 


In the treatment of spasmodic torticollis, Keen, in 
1891, divided the posterior divisions of the first, 
second, and third cervical nerves on one side at 
their points of emergence from the vertebra. Fin- 
ney and Hughson, 1925, were the first to report a 
bilateral operation for the condition. The operation 
they described was a bilateral Keen’s operation plus 
division of both spinal accessory nerves. Its failure 
to effect a cure in every case was probably due to 
individual variations in the extent of involvement 
of the cervical muscles. 

The cause and pathogenesis of spasmodic torti- 
collis are unknown, and none of the numerous 
theoretical explanations of the condition is satis- 
factory. There is no greater evidence of a psycho- 
genic background than in any other condition 
treated surgically. 

In the Finney-Hughson operation the anterior 
divisions of the cervical nerves are inaccessible and 
only the posterior divisions are attacked. Accord- 
ingly there is incomplete interference with the nerve 
supply of the rectus capitis lateralis, rectus capitis 
anterior, longus capitis, sternomastoid, trapezius, 
and levator anguli scapula muscles. Dandy be- 
lieves that the principal difference between his 
operation and that of Finney and Hughson lies in 
the preservation by their method of function in the 
more powerful muscles, namely, the sternomastoid, 
trapezius, and levator anguli scapule. 

In Dandy’s operation the sensory and motor roots 
of the first, second, and third cervical nerves are 
resected after removal of the lamine of the upper 
three vertebre. Until recently, the spinal accessory 
nerves were divided alongside the medulla and the 
higher medullary branches were divided independ- 
ently. Recently, however, this part of the operation 
has been abandoned because the most anterior 
filaments are not always accessible. The spinal 
accessory nerves are now divided intraspinally at 
the level of the foramen magnum only to obtain 
better exposure of the first cervical motor branch. 
When the operation is concluded the patient is 
turned on his back, the spinal accessory nerves are 
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exposed and divided through two small incisions in 
the neck, and the proximal ends of the nerves are 
reversed and sutured in this position to prevent 
regeneration. 

Since this article was submitted for publication, 
Dandy has sectioned the upper three motor cervical 
nerves on both sides without sacrificing any sensory 
fibers. He experienced no difiiculty in avoiding the 
sensory roots. 

The limits of intraspinal section are reached by 
the operation described as the fourth cervical nerves 
give rise to the phrenic nerves and the remaining 
cervical nerves give rise to the brachial plexus. In 
cases with some degree of contraction after the 
operation it is possible to remove the nerve supply 
of the small group of offending muscles by a minor 
peripheral operation. 

Eight cases are reported. Five of the patients 
were practically cured and two were greatly bene- 
fited. One died from pneumonia developing ten 
days after the operation. There was no operative 
mortality. 

In only one instance was there entire freedom 
from minor jerking or drawing of the head imme- 
diately after the operation. However, the move- 
ments were mild. The patient should be informed 
before the treatment that the cure will not be 
instantaneous. After the operation he should spend 
from three to six months in rest and graduated exer- 
cises to strengthen the muscles of the neck. 

In two of the author’s cases there was dysphagia 
of minor degree. Deglutition was always possible, 
but required increased effort. The dysphagia was 
probably the result of the loss of the nerve supply to 
a muscle of deglutition. Its occurrence in two cases 
and absence in five is explained by variations in the 
nerve supply of the infrahyoid groups of muscles. 

E. S. Piatt, M.D. 


Mathieu, P.: Repair Surgery of the Hip (Chirurgie 
réparatrice de la hanche). Briuxellces-méd., 1930, x, 
975, 1004. 

By means of operation it is possible to: (1) restore 
the neck of the femur following its fracture, (2) 
stabilize the head of the femur in congenital luxa- 
tion, (3) restore mobility to the ankylosed hip 
(arthroplasty), (4) reconstruct a stable, mobile, and 
painless joint in cases of destructive lesions of the 
hip (reconstructive operations), and (5) ankylose a 
painful or unstable hip (arthrodesis). 

Pseudarthroses of the neck of the femur may be 
treated by osteosynthesis with the use of pegs of 
living bone or screws of dead bone with or without 
arthrotomy, or, in cases of extensive osseous destruc- 
tion of the neck and head, by a reconstructive 
operation. 

In unmanageable congenital subluxations and lux- 
ations of the hip, stabilization by the osteoplastic 
formation of a buttress for the head after its reduc- 
tion into the acetabulum gives remarkably good re- 
sults. In irreducible anterior luxations the formation 
of a buttress often assures stability and freedom from 
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pain. In cases of irreducible posterior luxation, the 
stabilizing action of a buttress is less constant. 

Ankylosis of the hip is amenable to arthroplasty. 
In cases of bilateral ankylosis this operation is essen- 
tial on one side at least, but in cases of unilateral 
ankylosis it is optional. 

Painful hip, acquired instability of the hip, and 
pseudoluxations are amenable to arthrodesis or a 
reconstructive operation. Extra-articular arthrod- 
esis seems to be the treatment of choice for certain 
sequele of coxalgia. 

Of fifteen cases of coxalgia in which the author 
performed extra-articular arthrodesis of the hip, the 
roentgenograms showed complete osseous ankylosis 
in eight. In four, the ankylosis was less certainly 
osseous as there was some flexibility of the hip. In 
three cases the operation was too recent for judg- 
ment of the end-result, but the immediate result 
was very good. In one case the osseous bridge seemed 
to be fractured or partially absorbed. PACE. 


Vergoz: Coxalgia; Extra-Articular Arthrodesis (Cox- 
algie; arthrodése extra-articulaire). Bull. et mém. 
Soc. nat. de chir., 1930, lvi, 736. 


The author reports the case of a man twenty-five 
years of age who entered the hospital July 13, 1929, 
because of coxalgia of the right side. The symptoms 
had begun several months previously, but did not 
become definite until March, 1929. They consisted 
of fatigue on walking, lameness, and pain which 
prevented the patient from doing his work as a day 
laborer. After two and a half months his general 
condition was poor, his temperature ranged from 
37 to 38.5 degrees C., and the pains in the hip were 
continuous. 

The lower limb was in adduction and external 
rotation, the thigh was in slight flexion on the 
pelvis, and there was marked lumbar lordosis. All 
attempts at mobilization of the joint were futile 
because of stiffness of the joint and contracture of 
the muscles. Physical examination revealed mus- 
cular atrophy of the thigh, glandular puffiness in 
Scarpa’s triangle, and pain on pressure on the neck 
of the femur and the great trochanter. There was 
no abscess. The roentgenographic findings were 
conclusive. 

Arthrodesis, the technique of which is described 
in detail, was done September 18, and the limb 
then fixed with a large plaster-of-Paris spica in 
slight abduction and external rotation. 

In the latter part of October the temperature 
became permanently normal, and in the latter part 
of December the general condition was excellent. 

The cast was removed at the end of January. 
Walking was then resumed gradually. At the time 
this report was made, the hip was completely an- 
kylosed, the periarticular tissues were dry and en- 
tirely free from oedema, pressure on the neck of the 
femur and percussion of the great trochanter were 
negative, and walking was easy, painless, and with- 
out fatigue. Good results were apparent also in 
the roentgenograms. 


SoRREL, who read Vergoz’ report to the Society, 
said that to reach the articulation of the hip he uses 
the curved infratrochanteric incision, Ollier’s “snuff- 
box”’ incision. He resects the great trochanter at 
its base, lifts it with the muscles inserted therein 
until he sees above the articular capsule a por- 
tion of the iliac crest, and then files the latter for 
adaptation of the upper end of the graft. 

In operating for coxalgia during the active stage 
he makes an incision parallel with the’fibers of the 
gluteus maximus, extending from the iliac border 
to the great trochanter. He then makes a vertical 
opening in the trochanter where the lower end of 
the graft is to be inserted, separates the muscle 
fibers above the joint so as to expose several square 
centimeters of the iliac crest, cuts a small ‘lap, 
and beneath this flap introduces the upper end of 
the graft. He called attention to the fact that Vergoz 
took an osteoperiosteal graft from the tibia. [his 
had to be fractured to be put in position, but consoli 
dation was rapid, as the roentgenogram showed. Sor- 
rel prefers to begin with the iliotrochanteric stage 
and measure carefully the length of the graft neces- 
sary. He removes his graft with the electric saw. 
The graft is of no value for immobilization until 
after several months. Until that time has elapsed, 
immobilization must be obtained by apparatus. 

In the discussion which followed, CuN£o stated 
that the breaking of an osteoperiosteal graft will 
not have any effect on the final result. The graft 
does not become fused or play a role in fixation 
until after from ten to twelve months. From the 
sixth to the eighth month it is particularly fragile 
and great care is necessary to prevent fracture. 
Complete transformation of the graft is much more 
rapid when a wafer graft can be used instead of a 
massive graft. 


MatTuieEv stated that he disapproves of bone 
grafts taken from the tibia because they ojten 
fracture, become partially absorbed, and give rise 
to pseudarthroses. He prefers to use autochthonous 
bony material (iliac flap and fragment of the 


trochanter) to establish extra-articular arthrodesis. 
SORREL said that in coxalgias of long standing he 
usually performs an immediate intra-articular and 
extra-articular arthrodesis, but for recent coxalgias 
he prefers the Vergoz technique as it is less api to 
open an abscess or masses of tuberculous matcri:l, 
an accident that would be prejudicial to the future 
of the graft. Paci 


Pitzen, P.: The Treatment of Coxa Vara (Di: 
handlung der Coxa Vara). Verhandl. d. dew/h 
ortho p.Gesellsch., 1930, pp. 39, 86. 


The author reviewed the literature on coxa vara 
and studied the clinical records of 177 cases treated 
at the Munich Clinic. The oldest case in the records 
was treated twenty-three years ago and the most 
recent case six months ago. 

Coxa vara is of 3 types—the rachitic, the con- 
genital, and the adolescent. Traumatic and static 
coxa vara belong to the adolescent type. 
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In the treatment, extension is used to correct the 
shape of the rachitic femoral neck. After an effect on 
the neck of the femur has been obtained the rickets 
itself should be treated. In traumatic loosening of 
the epiphyses with coxa vara, extension applied 
while the trauma is still fresh may result in reposition 
of the femoral head. In the cases of small children 
with congenital coxa vara persistent extension may 
influence the growth of the epiphyseal line. Exten- 
sion has proved of value also in cases with contrac- 
tion of the soft parts from trauma. The method by 
which extension is obtained is very important. 
Most satisfactory is longitudinal extension with ro- 
tation and abduction obtained with Unna’s paste 
and plaster of Paris. 

Treatment by reduction with or without adductor 
tenotomy has been the subject of considerable con- 
troversy. In old cases, reduction leads to loosening 
of the epiphyses, which by many is regarded as un- 
favorable because of the danger of pseudarthrosis. 
Bardenheuer says that when this method is used 
the head and neck must be maintained in correct 
position by abduction of 150 degrees and internal 
rotation of 30 degrees. In the interpretation of the 
roentgenograms made before and after operation 
great care is necessary. Stereoscopic views decrease 
the danger of error. A successful result depends on 
the state of nutrition of the femoral neck. The 
author does not believe that complete necrosis de- 
velops as a rule (Axhausen). When reduction is 
successful, extension must be maintained by a suit- 
able orthopedic apparatus for at least eighteen 
months after removal of the cast. 

The author is very cautious in performing tenot- 
omy of the adductors as the pull of these muscles 
may have a favorable influence on the position of 
the head of the femur. While for a number of years 
Lexer has pulled down the trochanter major with 
its muscle insertions, Lange has attached artificial 
silk tendons to the vastus lateralis loosened from its 
—_ above on the femur and to the crest of the 
ilium. 

The most common form of treatment for coxa 
vara is osteotomy. There are 22 types of this opera- 
tion. The most logical is chiselling through at the 
level of the deformity (Whitman). This method has 
found relatively few advocates because of the fear 
of ankylosis or pseudarthrosis of the hip joint. 
Pertrochanteric osteotomy corrects trochanteric 
coxa vara with good restoration of form. The sub- 
trochanteric osteotomies in general correct only the 
angle of the femoral neck. The action of the iliopsoas 
may exert a dangerous pull on the fragments. Hass 
has obtained good results from the bifurcation op- 
eration, and Schanz from the wedge-shaped osteot- 
omy with resectionofthehead. Afterthe osteotomy, 
a plaster-of-Paris extension bandage should be 
applied, and after an interval the Hessing apparatus 
should be employed until the fragments are able to 
bear weight. 

The bone operations of Mikulicz, Bircher, and 
Kocher are seldom performed today. 
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For difficult cases operative mobilization is still 
considered (Lexer). Lexer performed several suc- 
cessful plastic operations. Pitzen surgically mobil- 
ized 3 hips in young persons without interposing 
tissue and without entirely withdrawing the head, 
but in all 3 cases the ankylosis recurred. In bilateral 
coxa vara one hip becomes affected before the other. 
As the tendency toward ankylosis is very great, all 
patients treated for the unilateral condition should 
be carefully followed up and frequently re-examined. 

In individual cases it is difficult to determine the 
prognosis definitely. A comparison of treated and 
untreated cases indicates that the necessity for 
treatment is determined by the cause, type, and 
severity of the affection. 

In the discussion of this report, RreEDEL (Frank- 
furt a.M.) said that in wedge-shaped osteotomy of 
the linea intertrochanterica he uses the Schanz disk 
with the check plate. 

MomMsEN (Berlin) stated that he performs cleft 
and peg osteotomy so that there is a hinge motion at 
the site of the osteotomy which further corrects 
the coxa vara. 

BOEHLER (Vienna) reported that he combines the 
Schanz nail with nail extension at the tibial tuberos- 
ity. He recommends the use of the nail because it 
controls the angle with certainty. In a case of 
pseudarthrosis of the femoral neck in which he 
performed a subtrochanteric osteotomy a cure re- 
sulted in a few months. 

Mau (Kiel) stated that he is not particularly in 
f{.vor of internal rotation. For difficult cases he ad 
vocates reduction under anesthesia. For other cases 
he prefers subtrochanteric osteotomy in the form 
of a bifurcation. ENGEL (Z). 


Guibal, A., and Marchand, L.: Tibiotarsal Arthro- 
resis. Indications, Techniques, Results (L’ar- 
throrise tibio-tarsienne. Indications, techniques, 
résultats). Rev. d’orthop., 1930, Xxxvil, 197. 

The operation, arthroresis (limitation of the 
joint), was first performed by Toupet in 1920. It 
was named by Putti in 1922. The purpose of the 
procedure is to preserve the function of a tibiotarsal 
articulation which is poorly controlled by its muscles. 
The displacements of the foot on the leg are limited 
by the tibioperoneal support afforded by a stable 
and rigid prop placed upon the tarsus. 

The operation is indicated in club-foot and in 
flail lower limb due to paralysis. It is superior to 
other attempts at tibiotarsal restoration such as 
arthrodesis and tendon and muscle operations be- 
cause, the desired attitude is obtained with stability 
and exactitude, the movements of the foot on the 
leg are preserved in the most useful sector of their 
excursion, and the muscles are placed in the best 
condition to exercise the activity of which they are 
still capable. 

Walking requires a correct and stable foot. 
Tibiotarsal arthrodesis corrects the attitude, but 
does so at the expense of the necessary mobility of 
the instep. Tenodesis, which respects the mobility 
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of the instep, does not prevent abnormal move- 
ments sufficiently. Arthroresis solidly limits abnor- 
mal movements of the tibiotarsal joint without 
interfering with normal movements; it preserves 
the active flexion-extension of the foot on the leg, 
whereas arthrodesis, tendon transplantation, ten- 
oplasty, and tenodesis do not. In total or subtotal 
paralysis of the lower limb, arthrodesis fails to give 
the necessary tibiotarsal play, whereas arthroresis 
solidly limits the flexion of the foot without inter- 
fering with extension. 

The material usually employed for the prop has 
been an autogenous osteoperiosteal graft taken 
from the antero-internal surface of the tibia. The 
authors use twin grafts taken from the tibia on the 
normal side. The prop usually rests on the astragalus 
or the calcaneum; rarely on the whole tarsus. It 
may be buried its entire length in the host bone or 
merely placed upon the latter. 

Del Torto’s technique for external and internal 
arthroresis is described in detail. Axial arthroreses 
are the most important. Putti’s technique for 
anterior arthroresis and the techniques of Toupet 
(1920), Campbell (1923), Nové-Josserand (1925), 
and Camera (1924-1926) for posterior arthroresis 
are described. The authors used a technique similar 
to that of Camera, but they lengthened the tendon 
of Achilles, obtained the transplant from the tibia 
of the sound side, cut the transplant almost double 
the necessary length, made twin grafts (one internal, 
the other external) to support part of the tibial pres- 
sure, fashioned grafts with a cone-shaped shaft, 
hollowed out the beds for the grafts in such a way 
that the holes became narrower with depth, and 
used a single incision. 

The authors report the case of a girl whose right 
lower limb was partially flail. The operative 
indications were to reduce equinus while leaving the 
tibiotarsal sufficient play for the rolling of the foot 
during walking, to correct a tendency toward 
valgus, and to strengthen the plantar arch. The 
Camera type of operation was performed. Six 
months later there was perfect adaptation of the 
step; the extensors, anterior tibial, and peronei 
showed movement; there was tibiotarsal play 
between 67 and 87 degrees, or a mobility of 20 
degrees; the patient had a distinct sensation of 
stopping of the foot near the right angle; and there 
was no inconvenience or pain. Twenty months 
after the operation the results remained excellent. 

Taking six months as a basis for judgment of the 
end-results of tibiotarsal arthroresis, it can be said 
that the graft lives and adapts itself to its réle as 
obstacle by hypertrophying. The hypertrophy does 
not inconvenience the preserved movements. The 
bone either incorporates the peg entirely or becomes 
continuous with it without a line of demarcation. 
The bone by which the peg is supported may 
undergo slight atrophy without causing functional 
disturbances. 

From a study of the functional results of external 
and internal tibiotarsal arthroresis after two years, 


Torto concluded that external tibiotarsal arthroresis 
will efficiently and durably limit the pronation of 
valgus due to abnormal articular laxity of the 
instep, and that internal tibiotarsal arthroresis will 
limit efficiently and durably the supination of 
varus due to the same condition. From statistics it 
may be concluded that anterior tibiotarsal arthro- 
resis will be efficacious in limiting flexion of the 
foot to a degree sufficient to permit normal support, 
and in a swinging limb toa degree sufficient to give 
the foot an attitude which determines momentary 
rigidity of the limb. Posterior tibiotarsal arthro- 
resis will effectively limit the extension of a pes 
equinus. 
The article is supplemented by a bibliography. 
Paci 


FRACTURES AND DISLOCATIONS 


Radasch, H. E.: Senility of Bone and Its Relation 
to Bone Repair. Surg., Gynec. & Obst., 1930, |i, 42. 
Bast, Sullivan, and Wieder have concluded that 
the cambium or osteogenic layer of the periosteum, 
the osteogenic cells lining the haversian canals, and 
the periosteum are all active in the formation of the 
callus reuniting old bone at the line of fracture. The 
consolidation of the fragments is further strength- 
ened by extension of the new bone formed in the 
cut into the excavated spaces of the old bone. 
Reduction of the external callus is accomplished by 
osteoclasis. In the cases of persons in the prime of 
life the time required for the healing of fractures of 
the upper extremities is approximately six weeks, 
and the time required for the healing of fractures 
of the lower extremities is longer. In the elderly, 
repair usually takes twice as long and occasionally 
non-union results, as in fracture of the neck of 
the femur. 

In the higher mammals, compact bone undergoes 
senile changes. These changes, which are limited 
primarily to the haversian system and secondarily 
to the interstitial lamella, are as follows: (1) 
dissociation of the organic and inorganic constit- 
uents of the haversian lamelle; (2) appearance 
(deposition?) of granules in the lamelle; (3) exten- 
sion of the deposits to the periphery of the system; 
(4) absorption and disappearance of the lamell 
from within outward; (5) widening of the canals 
and thinning of the system; (6) disappearance of 
the haversian systems and the formation of irreg- 
ular spaces; (7) a decrease in the diameter (?) and 
thickness of the bony wall and in the weight and 
strength of the bone; and (8) an increased medullary 
index. 

The author’s studies were made on the femur 
and tibia. In the femur the normal canals measure 
from 30 to 4o microns in diameter whereas affected 
canals measure from 160 by 195 microns to 170 by 
310 microns. As the change progresses, the riddling 
becomes manifest to the eye. The bone shell 
becomes thinner and quite porous as it is riddled 
by the enlarged canals which extend through at 
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least one-half of its remaining thickness. In the 

tibia, the normal canals measure from 30 to 40 
microns in diameter, whereas affected canals in 
the vicinity of the marrow cavity measure from 110 
by :70 microns to 170 by 210 microns. 

“Fragility of old bone is generally believed to be 
due to loss of organic material, but in old age the 
content of organic material in the bones is 42 per 
cent whereas in middle life it ranges from 39 to 40 
per cent. Therefore the fragility of old bone is 
probably due to thinning of the bony shell. 

Rupovpu S. Reicu, M.D. 


Poelchen: The Treatment of Fractures of the Up- 
per Extremity by Active Extension without 
Fixation (Die Behandlung der Fracturen der oberen 
Extremitat ohne Fixation nur mit aktiver Exten- 
sionsbewegung). Monatsschr. f. Unfallheilk., 1930, 
XXXVIl, 193. 

Besides his own orthopedic apparatus which al- 
lows complete utilization of nerve stimuli and 
thereby hastens the healing of fractures of the lower 
extremity, the author recommends the use of Emge’s 
treatment of fractures of the upper extremity. 
Emge obtains complete relaxation of the muscles for 
reduction by intermittent instead of constant trac- 
tion. The patient pulls for from one to two minutes 
two or three times daily on a horizontal bar which is 
attached to the floor. In addition, the physician 
makes passive movements, at first every two or 
three days, and later every three to five days. By 
this method, shortening, excessive new-bone forma- 
tion, the interposition of soft tissues, flail joints, 
pseudarthroses, ankylosis,.and atrophy are pre- 
vented. 

Poelchen rejects the use of splints in order to 
leave the innervation unhampered, and avoids every 
external cause of movement. His adult patients 
are subjected to continuous traction of at least 2 
kgm. The weight is held with or between the fingers 
and is prevented from falling by a bandage attached 
to the wrist. The patient is instructed to execute 
swinging movements while lying on a table so that 
the shoulder-blade is prevented from participating 
in the movement. Poelchen cites numerous cases 
in which successful results were obtained by this 
treatment. After several days he permits the patient 
to work with instruments or tools, which is much 
better than the use of any other mechanical appara- 
tus. The period of healing is greatly shortened. 

Single fractures of the shoulder blade or clavicle 
do not need any special care. Fractures of the 
forearm are more difficult. For the latter, Poelchen 
has often been compelled to resort to operation. He 
considers as particularly unfavorable fractures of the 
metacarpal bones, particularly those of the second 
metacarpal. In cases of fracture of the fingers, 


extension by mechanical devices should be aban- 
doned. The working capacity of the workers who 
were treated by fixation is compared with the work- 
ing capacity of those treated by extension and those 
who received no treatment. 


The results indicate 
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that the average duration of treatment and the inter- 

ference with working ability was much greater in 

the first group than in the second and third groups. 
VOLKMANN (Z). 


Juvara, E.: Fracture or Detachment by Avulsion 
of the Internal Condyle of the Humerus with 
Penetration of the Fragment into the Intra- 
Articular Space. The Necessity for Immediate 
Operative Treatment by Osteosynthesis (Krac- 
ture ou décollement par arrachement de l’épi- 
trochlée, avec pénétration du fragment dans 
Vinterligne articulaire. Le traitement opératoire 
d’urgence, ostéosynthétique, s’impose). Bull. el 
mém. Soc. nal. de chir., 1930, lvi, 847. 

The author has recently treated three cases of 
fracture of the internal condyle of the humerus. In 
two, the condyle, entirely detached by avulsion, 
became lodged in the articulation between the 
olecranon and the trochlea, maintaining the forearm 
in abduction and inhibiting movement of the joint. 
In one case, the fragment became located at the side 
of the intra-articular space, behind the coronoid 
process, where it interfered with movement of the 
joint. 

Juvara was able to study the avulsion site in two 
cases, in one instance after a lapse of two days. ‘The 
surface had a granular aspect and was free from 
spongy tissue, which proves that although the con- 
dyle was joined to the diaphysis, the union was too 
recent for bony consolidation and the fragment had 
yielded at the juncture line. In two cases the frac- 
ture was due to avulsion by the entire fibromus- 
cular apparatus which is inserted there and was 
stretched and bent under the influence of a trauma 
that forced the forearm violently back in abduction. 
The clinical diagnosis of such a fracture may be 
difficult because of the swelling around the elbow, 
but the roentgen diagnosis is easy. 

The only satisfactory treatment is operation; the 
fragment must be extracted and refixed in position. 
The operation is one of urgency. When it is done in 
the first two days, it is easy. After that, it may be 
difficult. 

The author describes his operative technique in 
detail, and reports three cases briefly with roent- 
genograms taken before and after the operation. 

FLORENCE A. CARPENTER. 


Christopher, F.: Compression Fractures of the 
Spine. Late Results in Conservative Treatment 
of Uncomplicated Cases. Am. J. Surg., 1930, ix, 
424. 

Compression fractures of the vertebra are the re- 
sult of hyperflexion of the spine which occurs partic- 
ularly in falls. Of late, they have become more 
common in women because of automobile accidents. 

One of the most important single factors in the 
treatment is the proper care of the patient’s mental 
condition. In the author’s opinion the patient should 
be informed of his condition truthfully and accur- 
ately. He should be told that he has, not a broken 
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back in the usual sense of the word, but a lesser in- 
jury of one of his vertebra, and that the prognosis 
is excellent if he will follow instructions implicitly. 

The author’s usual treatment consists in suspend- 
ing the patient prone in the hammock of an Abbott 
frame with the back in hyperextension and applying 
a plaster body cast in this position. In some cases 
a strong downward thrust is made over the injured 
vertebrz before the cast is applied. After the patient 
is placed in a bed a large ventral window is cut in 
the cast to facilitate respiration and keep the patient 
comfortable after eating. 

The patient is kept recumbent for at least six 
weeks and then gradually permitted to walk about 
with a well-fitted Taylor spine brace. The spine 
brace is worn for from three to nine months and then 
removed gradually. 

In the cases of two of the author’s women patients, 
a body cast was not used, the entire treatment being 
carried out on a Bradford frame in lordosis. In the 
cases of rather fragile elderly women, Christopher 
has recently employed upward traction to a Balkan 
frame to secure hyperextension. After the patient is 
placed on the Bradford frame an ordinary woman’s 
corset is placed under the site of the injury. The 
sides of the corset are then trimmed off and attached 
by numerous adjustable tapes to a 12-by 14-in. 
wooden spreader bar. The two spreader bars are in 
turn attached to an overhanging spreader which is 
suspended from the Balkan frame by a turnbuckle 
attachment. The turnbuckle is tightened up a little 
each day during the first week until the proper 
hyperextension of the spine is secured. 

After the patient is ambulatory it is important to 
adjust the Taylor spine brace with brace wrenches 
so that it conforms accurately to the lordosis curve 
of the back. 

Of nine cases treated by these conservative meas- 
ures and followed for twenty-seven and a half 
months, the result was excellent in five (55.5 per 
cent), good in three (33.3 per cent), and fair in 
one (11.1 per cent). H. Earte ConweE Lt, M.D. 


Lange, M.: End-Results of the Non-Operative 
Treatment of Congenital Dislocation of the 
Hip (Die Endresulte der unblutigen Behandlung 
der angeborenen Hueftverrenkung). Verhandl. d. 
deutsch. orthop. Gesellsch., 1930, pp. 119, 266. 


American surgeons believe that an interval of 
three years is sufficient to demonstrate the end- 
results of reduction of congenital dislocation of the 
hip. Lange accepts this view. Cases with normal 
anatomical findings he considers cured. He re- 
viewed the cases of about 1,500 patients with a total 
of over 2,700 dislocated hips. 

In 5 per cent of the cases reduction could not be 
effected. In 3 per cent the hip underwent redisloca- 
tion while it was in the cast, and in 4.5 per cent, after 
the removal of the cast. Subluxation occurred in 8 
per cent. The cause of reluxation and subluxation 
was a flat acetabulum in 75 per cent of the cases, 
antetorsion in 20 per cent, and the interposition of 
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soft parts in about 5 per cent. Late luxation and 
subluxation were probably the result of increased 
use of the joint, but they never occurred in joints 
that were anatomically healed. The incidence of 
coxa vara was 3.5 per cent. Since coxa vara does not 
develop until after the second cast has been put on, 
Lange attributes it to reduction of the degree of 
abduction during the changing of the cast. Late 
coxa vara, which constituted a third of all cases of 
coxa vara, is a consequence of functional overload, 
The incidence of deformity of the head was 20 per 
cent. Lange attributes deformity of the head to the 
age of the child at the time of reduction, and be- 
lieves such deformity is rare when reduction is done 
in the first two years of life. The degree of motion 
in the hip is usually good in spite of deformity of 
the head. The causes of deformity of the head in- 
clude reposition trauma, poor fitting together of the 
head and the acetabulum, and diseases of the endo- 
crine glands. For the prevention of deformity of 
the head, the reduction must be done as early as 
possible and gently, the head must be placed deeper 
in the acetabulum than usual, and after removal of 
the plaster cast, weight-bearing must be resumed 
only very gradually. 

Changes in the acetabulum were few in the cases 
reviewed. The cause of failure of formation of the 
roof of the acetabulum must be sought in a consti- 
tutional deficiency in the capacity to form new bone. 

Permanent contractures occurred in only 2 per 
cent of the total material. The number of temporary 
contractures was greater. 

In conclusion, the anatomically ideal cures are 
discussed. Their incidence was 63.7 per cent. 
Roentgenograms showed normal relations, and the 
movement of the hip was unrestricted. If to these 
very good results the cases with good function are 
added, good functional results were obtained in 75 
per cent of the cases. GLAESSNER (Z). 


Massart, R.: The Surgical Treatment of Neglected, 
Painful Congenital Dislocations of the Hip by 
the Bifurcation Operation with the Formation 
of a Buttress (Traitement chirurgical des luxations 
congénitales de la hanche, négligées et devenues 
douloureuses, par la bifurcation associée a la but¢e). 
Bull. et mém. Soc. d. chirurgicns de Par., 1930, xxii, 
283. 

The excellent results that have been obtained in 
reducible congenital dislocations of the hip by build- 
ing up the border of the acetabulum with bone grafts 
have led surgeons to construct a buttress above the 
head of the femur even when the latter cannot be 
brought into its normal position. The disadvantages 
of this procedure—prominence of the buttress, ab- 
sorption—led Massart to combine the formation of 
a buttress with the Lorenz bifurcation operation 

In the procedure described, an osteotomy is done 
through the lesser trochanter and the section is com- 
pleted by fracturing the remaining bone, the medial 
insertions of the muscles being left intact. The distal 
fragment is then forced into the acetabulum. by 
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detaching the capsule from the border of the aceta- 
bulum (through a Smith-Petersen incision) the upper 
fragment is brought down as far as possible. A 
pedicled flap of bone is then fashioned from the ex- 
ternal surface of the ilium and turned down over the 
head of the femur to form a shelf. 

After the operation, the extremity is immobilized 
in plaster in abduction and internal rotation for a 
period of three months. 

In the cases of two patients who had previously 
been confined to bed the results were excellent. 

ALBERT F, DE Groat, M.D. 


Lasserre, C.: Osteoplastic Buttressing of the Hip 
Joint: Technique, Results, Indications (Les 
butées ostéoplastiques de la hanche: techniques, 
résultats, indications). Bordeaux chir., 1930, No. 1, 
42. 

The treatment of congenital dislocation of the hip 
by osteoplasic operations is one of the greatest ad- 
vances in orthopedic surgery. However, the indica- 
tions, choice of cases, and technique are still matters 
of controversy. 

The objects of osteoplastic operations are to pro- 
vide adequate pelvic support for the femur and to 
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correct the faulty position of the osseous levers and 
muscle insertions and the shortening of the extremity. 

In a first-degree or anterior luxation the building- 
up of the border of the acetabulum will be sufficient 
for a good functional result, but in the more ad- 
vanced forms the head of the femur may escape 
around the buttress. 

The methods of extra-articular buttressing are of 
the following three types: 

1. Modification of the orientation of the ace- 
tabulum by lowering its external portion. In sub- 
luxations the head of the femur must be lowered by 
forced abduction. The greater portion of the border 
of the acetabulum can be lowered by forming an iliac 
flap. The dead space is filled with osteoperiosteal 
grafts from the tibia or iliac crest. 

2. Partial reconstruction of the acetabulum with 
an iliac bone flap to form an artificial roof. 

3. The formation of an osseous buttress in the 
iliac fossa. 

The extra-articular operations are well supported. 
Intra-articular procedures are attended by consider- 
able shock and, as GOURDON stated in the discussion, 
usually result in ankylosis. 

ALBERT F. De Groat, M.D. 








BLOOD VESSELS 


Macaigne, M., and Nicau, P.: Chronic Nodular 
Periarteritis, Kussmaul’s Disease (Periartérite 
noueuse (maladie de Kussmaul) a forme chronique). 
Bull. et mém. Soc. méd.d. hop. de Par., 1930, x\vi, 665. 


Nodular periarteritis was first described by Kuss- 
maul and Maier in 1866. Since then, many cases 
have been reported, most of them in the German and 
Austrian literature. The majority of cases have been 
of the acute form and fatal. The diagnosis is 
usually made at autopsy. 

The authors’ case is unusual in that it was of the 
chronic form and the diagnosis was made by biopsy. 

The general symptoms consisted of a very irregular 
fever oscillating, with remittances, between 100 and 
101.3 degrees F. The pulse varied between 85 and 
95 and followed the temperature. There was marked 
asthenia associated with pain in the muscles and 
along the nerve trunks, particularly in the upper 
extremities. The pain was especially severe in the 
region of the ulnar nerve. On the palmar surface of 
the left wrist there were small nodules which ap- 
peared at about the beginning of the illness. They 
were located in the dermis. The first symptoms were 
chills and fever, indigestion, loss of appetite, and 
occasional attacks of diarrhoea. These were soon 
followed by the generalized pains. From the history 
it seemed certain that the patient has suffered a 
similar attack eleven years previously. At that 
time, however, the nodules were formed in the lower 
extremities. During the period from 1922 to 1928, 
the disease had recurred every year. 

In the course of the last attack, nodules varying 
in size from that of a buckshot to that of a hazelnut 
appeared at the angle of the jaw and on the side of 
the neck. Their development was associated with 
slight pain and itching. When they were fully de- 
veloped the overlying skin became first red and 
then necrotic and ulcerated, with the formation of a 
crater which soon crusted. 

Occasionally the skin lesions were extensive. They 
consisted of plaques (phlyctenule) made up of minute 
vesicles which later exuded a viscid yellow fluid. 

Blood cultures were negative. The blood count 
was: leucocytes, 20,000; erythrocytes, 3,340,000; 
polymorphonuclears, 69 per cent; eosinophiles, 12 
per cent; lymphocytes, 1o per cent; and mononu- 
clears, 9 per cent. The hemoglobin was 70 per cent. 

Biopsy on the nodules revealed the typical ar- 
terial lesions. In each nodule there were one or 
more arterioles showing periarteritis and great 
thickening of the muscularis due to dissociation of 
the fibers by a cellular fibrous tissue. About the 
artery there were concentric lamella of very cellular 
fibrous tissue. 
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In the dermis there was a dense infiltration of 
lymphocytes and polymorphonuclear leucocytes 
with areas of necrosis flanked by giant cells. ‘hese 
lesions somewhat resembled those of actinomycosis. 

Efforts to isolate an organism were without result. 
However, the character of the disease classilics it 
with the infectious granulomata. 

ALBERT F, DE Groat, \.1), 


Leibholz, E.: The Ambulatory Treatment of Post- 
operative and Puerperal Thrombophlebitis with 
Plastic Supportive Bandages and Its Medico- 


social Importance (Die Therapie der jost- 
operativen und puerperalen Thrombophlebitiden 
mit plastischen Stuetzgehverbaenden und _ ihre 


sozialmedizinische Bedeutung). Muenchen. med. 


Wchnschr., 1930, i, 1017. 


The theories regarding the cause of thrombo- 
phlebitis are reviewed. In the treatment of the 
condition which is employed by the author the loss 
of elasticity of the tissues is compensated for hy a 
bandage which, applied upward from the ball of the 
great toe, decreases the circumference of the leg to 
an extent sufficient to cause the venous and lymph 
spaces to approach the normal and thereby hastens 
the reflux of tissue fluids. The simultaneous relative 
rest provided for the tissues is also of aid in the 
ambulatory treatment of the pathological changes. 
The resistance offered by the bandage to the muscle 
contractions in voluntary and involuntary move 
ments results in a physiological massage which 
further regulates the blood and lymph circulation, 
improves the state of nutrition of the tissues, 
causes the absorption of infiltrates, and favors cure 
of the pathological condition by proper local treat 
ment. 

The technique of applying the bandage is de- 
scribed in detail. The incidence of embolism in 
treatment with such a bandage is very low. In 
flammations of the saphenous veins react better 
than those of the femoral veins. A case of phlegmasia 
alba dolens was favorably affected by the treatment 
described. The bandage treatment is of advantuge 
not only to the patient but also to the hospital and 
insurance companies. The results in sixty-one 
cases are reported. H. STEGEMANN (7). 


Smithwick, R. H., and White, J. C.: The Elimina- 
tion of Pain in Obliterative Vascular Disease 
of the Lower Extremity; A Technique for 
Alcohol Injection of the Sensory Nerves of the 
Lower Leg. Surg., Gynec. & Obst., 1930, li, 394. 

The authors have found that pain in the lower 
legs and feet secondary to obliterative vascular 
disease can be relieved by alcohol injection of pe 
ripheral nerves without causing paralysis of any of 
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the important muscles of the leg or foot. A careful 
operative technique and scrupulous asepsis are 
essential. A serious slough may be caused by spilling 
alcohol into the tissues. Incisions should be made 
above the lower third of the leg and should be ver- 
tical. They usually heal by first intention. Depend- 
ing upon the length of the nerve trunk injected, the 
anesthesia produced may last but a few months or 
may be permanent. 

The relief of pain was responsible for the saving 
of six of eleven legs otherwise doomed to amputa- 
tion. The authors state that it should never be 
necessary to sacrifice a leg because of pain. After 
desensitization of an extremity by the method de- 
scribed, they frequently noted that the foot became 
drier and warmer, and that previous color changes 
were eliminated. The surface temperature may rise 
3 degrees F. This increase is probably due to the 
elimination of sympathetic stimulation as the result 
of the relief of the pain and the interruption of the 
course of the nerve fibers to their peripheral destina- 
tions. The majority of the sympathetic nerves 
course peripherally with the sensory nerves. The 
injection of alcohol is apt to be successful if the 
popliteal artery pulsates, but in cases of arterio- 
sclerosis with arterial obliteration above the popli- 
teal vessel it may precipitate actual gangrene and 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 





67 


hasten amputation even if done in two or three 
stages. The authors believe that when, in cases of 
the latter type, amputation is necessary because of 
pain, it is justifiable to desensitize the extremity 
first. After an extremity has been desensitized, 
ulcerations which previously resisted all methods of 
treatment will frequently heal. 
Joun H. Gartock, M.D. 


Zanardi, F.: The Surgical and Physiological Value 
of Arteriovenous Anastomosis (Sul valore chi- 
rurgico e fisiologico dell’ anastomosi artero-venosa). 
Arch. ital. di chir., 1930, xxvi, 463. 


In experimental studies of arteriovenous anasto- 
mosis of the femoral vessels the author found that 
soon after such an anastomosis the arterial blood 
became arrested in the veins as it was unable to 
overcome the resistance of the valves of the veins. 
In some of the experiments he observed that, soon 
after the operation, the upper part of the artery was 
filled with biood which pulsated, and that pulsation 
occurred also in the collaterals. The outtlow in a 
limb after arteriovenous anastomosis occurs through 
the collateral venous system which is insullicient to 
prevent stasis. The most frequent result of the 
operation in the experiments reviewed was throm- 
bosis. Martin J. Di Cota, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Martin, H. E., and Ellis, E. B.: Biopsy by Needle 
Puncture and Aspiration. Ann. Surg., 1930, 
xcll, 169. 

Several forms of trocar or needle for obtaining 
tissue from the living subject have been devised from 
time to time, but all have the disadvantage of being 
special instruments not readily available. The pro- 
cedure presented by the authors requires only an 
18-gauge needle attached to a Record syringe and is 
advocated as being most universally applicable. 

The indications for biopsy by needle puncture are 
tumor masses lying below the surface of normal tis- 
sue where surgical exposure is contra-indicated. 
The contra-indications to biopsy by surgical ex- 
posure are: the danger of local or general dissem- 
ination of the disease or the fungation of tumor 
tissue through the operative wound; interference 
with subsequent surgical procedures; the surgical 
risk, including hemorrhage and infection, in ob- 
taining specimens from deep masses; and lack of 
justification for discomfort or expense to the patient 
when the information may be of doubtful value. 
Biopsy by needle puncture has none of these dis- 
advantages and is associated with negligible risk. 
It does not require hospitalization, it is acceptable 
to the patient, and it makes possible histological 
diagnoses otherwise unobtainable or deferred. 

After sterilization of the skin and infiltration 
with a 1 per cent novocain solution, a stab wound is 
made with a bistoury-pointed scalpel. The needle 
is inserted and advanced slowly, guided by the free 
hand, until it is felt to enter the mass. The piston 
is then partly withdrawn to produce suction, and 
with the vacuum maintained the needle is advanced 
and withdrawn from 1 to 3 cm., the movement 
being repeated two or three times if advisable. 
Before the final withdrawal of the needle from the 
tissue the piston is released to prevent splashing 
of the contents of the needle up into the syringe. 
After withdrawal of the needle the syringe is re- 
moved from it and filled with air, and the contents 
of the needle are carefully expelled onto a glass 
slide. A search is then made for small fragments 
mixed with the blood or fluid in the syringe. When 
the syringe contains blood or tissue it is filled with 
ro per cent formalin solution and then emptied into 
the specimen bottle. A small portion of the specimen 
on the slide is prepared as a smear, and the remainder 
is prepared as is any small biopsy specimen. The 
methods of fixation and staining are described in 
detail, including a quick paraffin method requiring 
about three hours, and the preparation of the 
smear, which takes only a few minutes. 





Pathological experience and careful preparation 
of the specimens allow accurate diagnoses from aspi- 
rated material. The smear is usually sufficient to 
distinguish between an inflammatory process and a 
malignant tumor with atypical cells occurring singly 
or in groups. The paraffin section allows classilica- 
tion and often grading of the malignant process. A 
particular search should be made for groups of cells 
atypical in size and shape, with definite hyperchro- 
matic nuclei, and care must be taken not to place 
too much reliance on the direct smear which fails to 
show a definite group of such atypical cells. 

In almost all cases it is possible to distinguish 
between benign and malignant lesions by the method 
described. The results have been checked in 60 per 
cent of cases by paraffin sections on biopsies ob- 
tained by the usual methods later in the course of 
the disease. 

In the interpretation of smears or sections, the 
source of the material must be kept in mind, and 
any structure foreign to the type of tissue through 
which the needle has passed should be noted. 

Sixty-five cases of neoplastic disease in which the 
diagnosis was made by the method described are 
listed in a table. E. S. Piatt, M.D. 


Bazin, A. T.: The Surgical Problems Presented by 
the Diabetic. Canadian M. Ass. J., 1930, xxiii, 140. 


When it is properly controlled, diabetes does not 
influence the treatment or prognosis of acute sur- 
gical lesions, but when it is not controlled the 
prognosis as to healing and recovery is poor. 

In a series of seventy-three operations on diabetics, 
there were two surgical deaths, a mortality of 2.74 
per cent. In a large number of operations performed 
on non-diabetic patients in the same period, the 
operative mortality was 2.41 per cent. It is evident, 
therefore, that properly controlled diabetics are sub- 
ject to no higher mortality from operation than non 
diabetics. 

The control of diabetes by urinalysis alone is im- 
perfect and often inadequate. It is not the sugar 
excreted in the urine but the sugar retained in the 
circulating blood which indicates the extent of the 
disturbance of carbohydrate metabolism. Moreover, 
the amount of sugar in the urine is not always an 
indication of the amount of sugar in the blood. 

It is sometimes difficult to distinguish between 
an acute abdominal lesion and the diabetic pseudo 
acute condition of the abdomen. However, in the 
former the pain precedes the vomiting, whereas in 
the latter the vomiting precedes the pain. Moreover, 
in the latter there is an indefinite diffuseness in the 
signs elicited upon abdominal examination and the 
general disturbance is out of proportion to tlic 
abdominal findings. 





lo 


di 


of 


SURGICAL TECHNIQUE 69 


The author reports a case in which an infected 
ulcer failed to heal until a low-grade hyperglycemia 
was corrected. It then healed in twenty days: 

Faulty wound healing and the development of a 
low-grade skin infection may be dependent upon a 
disturbance of carbohydrate metabolism. In such 
cases small doses of insulin exert an influence upon 
the indolent wound which is altogether independent 
of its effect upon the sugar content of the blood. 

Diabetic gangrene is of two varieties. In one, the 
chief factor is infection which progresses unhindered 
because of impairment of the resistance of the tis- 
sues by hyperglycemia. In this type, saprophytic 
and putrefactive organisms, which at times are gas- 
forming, are common. The arterial and capillary 
circulation is normal. The treatment consists in 
measures to control the diabetes and _ infection. 
When amputation is necessary, it may be local and 
conservative. 

In the other type of diabetic gangrene, circulatory 
disturbances are dominant. This is the senile gan- 
grene of the diabetic. It is known that diabetes 
predisposes to early arteriosclerosis. Senile gan- 
grene is due almost entirely to obliteration of the 
capillary circulation. In many instances the distal 
arteries show no pulsation, but the extremity is 
warm and well nourished and no great difference in 
blanching or rubor is noted when its position is 
changed. Conservative amputation is often success- 
ful, but when the extremity is cold and shows a 
marked change of color with changes of position, 
atrophy of the skin and subcutaneous tissue, and 
absence of pulsation in the popliteal artery, gan- 
grene of even one toe calls for amputation at the 
mid-thigh. 

Acute pancreatitis is frequently followed by 
diabetes. The author reports seven cases. Acute 
pancreatitis is almost invariably associated with 
infection of the biliary tract. In such cases the com- 
mon duct should be routinely drained at the time 
the gall bladder is removed. The author presents 
the blood-sugar curves of two diabetic patients, one 
treated by cholecystectomy alone and the other by 
cholecystectomy with drainage of the common duct. 
In the first patient the blood sugar did not materially 
change, but in the second it returned to normal. 
Graphs are presented which show that when the 
common duct is not drained, the blood cholesterol 
is not reduced to normal and in a few months is 
greatly increased. STANLEY H. Mentzer, M.D. 


Sackij, A.: The Microflora of Operative Wounds 
(Mikroflora der Operationswunden). Nov. chir. Arch., 
1929, XViili, 394. 

In the Girgolav Clinic the field of operation is 
prepared by the Grossich method with 2 applica- 
tions of alcohol and the surgeon’s hands are disin- 
fected by the Ahlfield method except that the disin- 
fection is continued for ten minutes instead of only 
three or four. The author examined the operative 
field bacteriologically in 132 aseptic operations per- 
formed in this clinic. Asa rule 2 cultures were made 


from the wound, one immediately after the skin 
incision and the other just before the suturing of the 
skin. 

In 18 cases (13 per cent) no bacterial growth could 
be obtained. In the remaining 114, the following 
bacteria were found: staphylococcus albus, 49 
times; staphylococcus aureus, 13 times; staphylococ- 
cus citreus, once; diplococcus lanceolatus, 28 times; 
diplococcus vulgaris, twice; bacillus subtilis, 24 
times; micrococcus candicans, 6 times; micrococcus 
tetragenes, once; Friedlaender’s diplococcus, 3 
times; and sarcine, bacillus proteus vulgaris, and 
cocci, once each. Usually pure cultures of a single 
organism were found; rarely, mixed growths of 2 
bacteria. Streptococci were never found. In aseptic 
cases without bacterial growth healing occurred by 
primary intention. Of the infected cases, suppura- 
tion occurred in 8 and hematoma formation in 16. 

The author concludes from his study that most 
“aseptic”? operations are accompanied by bacterial 
infection. The diplococcus lanceolatus and staphy- 
lococcus aureus seem to be the most important 
causes of suppuration and postoperative infiltra- 
tions. ‘The presence of bacillus subtilis indicates 
infection by air. 

During grippe epidemics the greatest care must 
be given to the preparation of operative fields and 
disinfection of the surgeon’s hands. Admittance to 
the operating room should be denied all persons 
convalescent or recently recovered from grippal 
infection. This rule should be applied also to the 
operating room personnel. The diplococcus plays a 
particularly unfavorable réle in grippe. Micro- 
organisms present in the operative wound frequently 
do not disturb primary wound healing. 

G. Atipov (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Apostoleano, E.: A New Point of View in Surgical 
Treatment. Does Mechanophysiotherapy Suf- 
fice? (Sur une nouvelle orientation dans la ther- 
apeutique chirurgicale. La mécanophysiothérapie 
sullit-elle?) Rev. de chir., Par., 1930, xlix, 1. 

The author has studied the efficacy of various 
methods employed in the treatment of wounds. In 
experiments on horses, three or four areas about 10 
cm. square in the costo-abdominal region were de- 
nuded of skin, subcutaneous tissue, and superficial 
layers of muscle, and the healing process occurring 
under the usual methods of treatment was compared 
with that occurring under the newer mecanophy- 
siotherapy. Apostoleano believes that healing, and 
particularly the formation of granulation tissue, is 
not merely the result of a local process, but depends 
largely on the function of the body as a whole. It 
is the result of a complex bodily function which 
directs the protection and the anatomicophysiologi- 
cal integrity of the organism. The healing process 
sets in more quickly in a wound which is exposed to 
the air, heat therapy, or heliotherapy than in a 
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wound which is treated with antiseptics or wet or 
dry dressings. A dressing on a wound delays the 
appearance of healthy granulations and furnishes 
conditions favorable for the growth of bacteria, 
whereas aérothermotherapy and heliotherapy main- 
tain conditions which are unfavorable to the growth 
of bacteria. A dressing is sometimes of value to pro- 
tect delicate granulation tissue from trauma, but 
should be used only for aseptic wounds. In infected 
wounds it is dangerous. 

ANTHONY R. CAmMERO, M.D. 


ANZSTHESIA 


Franken, H.: Respiration, Circulation, and Mus- 
culature During Narcosis. Studies of Their 
Behavior and the Possibilities of Influencing 
Them in Man and Animals (Atmung, Kreislauf 
und Musculatur waehrend der Narkose. Studien 
ueber Verhaltung und Beeinflussung bei Mensch und 
Tier). Arch. f. Gynack., 1930, cxl, 496. 

The author describes experiments and a new nar- 
cosis apparatus for the study of the character and 
frequency of respiration in man and animals. The 
apparatus is somewhat similar to the Gwathmey 
apparatus. 

In the experiments reported the behavior of the 
respiration was registered in normal persons under 
avertin narcosis and in narhaphin-scopolamin twi- 
light sleep. It was found that avertin lowers the 
respiratory function by about 4o per cent for two 
hours following its introduction. This reduction does 
not accompany unconditionally the decrease in blood 
pressure, which varies widely in different persons. 
The respiratory center reacts very well to carbon 
dioxide in avertin narcosis. The use of avertin nar- 
cosis without facilities for administering carbon di- 
oxide is characterized by the author as negligence. 
Preparation for narcosis with the usual doses of 
narhaphin-scopolamin acts to increase or reduce the 
respiratory function according to the particular 
case. The behavior of the respiration in cats and 
rabbits with and without preparation with urethane 
under narcylen, nitrous oxide, and ethylene is shown 
graphically and in tables. The results differ accord- 
ing to the species of animal and according to the gas; 
preparation with urethane has a considerable influ- 
ence. Comparative studies on man have not been 
made. 

In man, acetylene and nitrous oxide increase re- 
spiratory function. In the stimulating effect of the 
gases on respiration may be seen a cause for the 
slight shiftings in the acid-base equilibrium as the 
expression of lowered oxidation processes. The effect 
of carbon dioxide on respiratory volume per minute 
in narcotized human beings is discussed and com- 
pared with the effect of drugs which stimulate res- 
piration—lobelin, caffein, cardiazol, and coramin. 
The specific-exciting action of lobelin on the respira- 
tory center in man is demonstrated objectively. The 
intramuscular injection of this drug, even in large 
doses, has little effect on narcotized human beings. 
When the venous route is used, the effect is consider- 








able and immediate, though transient. The thera- 
peutic breadth is slight. Caffein, 0.2 gm., introduced 
intravenously, raises the blood pressure only very 
slightly, but increases the respiratory volume by 14 
per cent for about four minutes. When cardiazol, 
0.1 gm., is given intravenously, the blood pressure 
is raised from 9050 to 105 ‘65, but the respiratory vol- 
ume is increased by 14 per cent for only one and six 
tenths minutes. Coramin, 0.025 gm., by the venous 
route, does not change the blood pressure, but increas- 
es the respiratory execution rg per cent for six minutes, 
the effect being therefore one-sided, exciting the 
respiratory center. 

A comparison of these observations with those of 
earlier investigations makes it plain that none of the 
drugs investigated is as effective in stimulating res- 
piration as lobelin. When administered intraven- 
ously, lobelin increases the respiratory volume roo per 
cent and more, though only for a few minutes. None 
of the intravenous methods in use at the present 
time excite the respiratory center to more than a 
limited degree or for more than a limited period. 
Carbon dioxide, on the other hand, exerts on the 
respiratory volume an intensive influence which can 
be made stronger or weaker at will and prolonged as 
much as desired provided the power of inspiration is 
still present. 

The author next reports investigations of the be- 
havior of the circulation under acetylene, ethylene. 
nitrous oxide, and avertin. The blood pressure in 
cats and rabbits with and without preparation with 
urethane is recorded. The blood pressure was raised 
by acetylene and ethylene, but was uninfluenced by 
nitrous oxide. In human beings, determinations were 
made with the Smith and Haldane method with re- 
gard to the behavior of the total quantity of circu- 
lating blood in ether, avertin, and narcylen narcosis, 
twilight sleep, and spinal anesthesia, from the point 
of view of the danger of collapse in the sense of 
Eppenger and Schuermeyer. In this experiment the 
amount of blood in circulation behaved about the 
same as the blood pressure, i. e., with a falling blood 
pressure there was a decrease, and with a rising blood 
pressure there was an increase in the total quantity 
of blood in circulation. Accordingly, gas narcosis 
opposes collapse. The other methods favor it. Spinal 
anesthesia favors collapse only in the first fifteen 
minutes. 

The output of the heart was measured by Bapkin’s 
method in animals under the influence of the gases 
narcylen, nitrous oxide, and ethylene. Under nar- 
cylen, the output of the heart increased in corre- 
spondence with the increase in the blood pressure. 
Ethylene also increased the output of the heart. 
Nitrous oxide had no influence. 

In experiments carried out on rabbits to compare 
the effect on smooth muscle of the different drugs 
used to produce narcosis, it was found that acetylene 
exerted a powerful exciting influence on the contrac- 
tions of the puerperal uterus, nitrous oxide had a 
slighter effect or none at all, and the effect of chloro- 
form and of ether was strongly paralyzing. 
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The influence exerted on striated muscle by the 
different agents used to produce narcosis was studied 
on the rectus abdominis of rabbits. As in clinical 
experience, the muscle was completely relaxed by 
ether and chloroform. Nitrous oxide did not in- 
fluence its tension. Acetylene caused a pronounced 
state of tension. The acetylene tension could not be 
overcome by Crile’s rectus blockade, but was 
successfully combated by total blockade at the 
periphery. A. HEyn (G). 


Koster, H., and Weintrob, M.: Spinal Anesthesia: 
Fatalities. Am. J. Surg., 1930, ix, 234. 

There have been numerous fatalities following 
operations performed under spinal anesthesia. 
Some of them were probably due to the type of 
anesthetic employed, but a great many others 
apparently had no relation at all to the anesthesia. 
Statistics regarding deaths from spinal anesthesia 
will vary with the experience of surgeons employing 
this form of anesthesia. Statistics from clinics in 
which subarachnoid block is used routinely show a 
much lower death rate than those from hospitals 
where spinal anesthesia is used only occasionally. 
Death due to spinal anesthesia usually occurs soon 
after the introduction of the anesthetic into the sub- 
arachnoid space, whereas death due to inhalation 
anesthesia may not occur until a considerable time 
after the completion of the operation. The danger 
of respiratory failure from the action of the drug 
upon the medulla consequent on its upward diffusion 


is negligible. The explanation of deaths following 
spinal anesthesia requires greater care in the study 
of the phenomena attending such fatalities and 
thorough autopsies. The authors review a series of 
fatalities cited by Rygh and Bessesen. 

In the discussion of the value of spinal anesthesia 
before the Society of Surgery in Paris in 1923 and 
1924, 20,267 cases were reviewed in which this type 
of anesthesia was used with to deaths. These cases 
are tabulated as follows: 


Spinal 
anasthesias Deaths 
Duverguey 
Jonessco 
Dujarier 
Cauchols........... Pee mod 
Plission and Clavelin. .. . 
Lepoutre 
PS 
Labey 
Sauvé 


1256 


=: ~ 35999 

The authors analyze these fatal cases, 4 fatal 
cases which they reported in 1928, and several 
others. 

In the authors’ total number of almost 6,000 
general surgical cases there were only 6 deaths on 
the operating table. In all of the fatal cases the 
operation was performed under spinal anesthesia. 

FRANK J. McGowan, M.D. 





PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Guggisberg, H.: The Influence of the Roentgen 
Rays on Offspring (Der Einfluss der Roentgen- 
strahlen auf die Nachkommen). Schweiz. med. 
Wchnschr., 1939, i, 213. 


The author states that except in irradiation with 
the object of castration, in which, nevertheless, a 
suitable interval should separate the irradiation from 
the last sexual act in order to exclude the possibility 
of injury to an embryo, no irradiation of the abdo- 
men, not even a diagnostic exposure during preg- 
nancy, should be done without considering the possi- 
bility of injury to offspring. The same caution is to 
be observed in the so-called stimulative irradiation 
of the ovaries, especially since the mode of action of 
such treatment is still wholly hypothetical. The au- 
thor disapproves of temporary castration and warns 
against irradiation for inflammation except when the 
changes in the adnexa are so marked as to make 
fecundation extremely improbable. Conen (G). 


Widmann, B. P., and Weatherwax, J. L.: A Clinical 
Evaluation of Radium and _ Roentgen 
Therapy in Advanced Cancer with Various 
Combinations of Wave Lengths. Am. J. 
Roentgenol., 1930, XXiv, 540. 

This article is summarized as follows: 

1. Clinical experience indicates that certain 
cancers are radiosensitive and radioresistant. 

2. Highly cellular cancers are extremely malig- 
nant and also very radiosensitive. 

3. The future success of radiation therapy of 
advanced cancer must depend upon the develop- 
ment of some means that will permit the administra- 
tion of greater quantities of radiation than are 
generally used and still preserve the integrity of the 
normal tissues as well as the general health. 

4. The “skin erythema dose”’ or skin tolerance 
should be standardized by systematic and repeated 
ionization controls. A constant reading ‘‘ionization 
system” is ideal for this purpose. Every radiologist 
should know the milliampere-minutes dose equiva- 
lent to a given number of roentgens for his particular 
machine. Experience with more than 15,000 doses 
of roentgen rays indicates 800 r to be a safe ery- 
thema dose. 

5. Prolonged irradiations, according to Regaud, 
are indicated by the improved radiation effects at 
varying stages of cell division as observed experi- 
mentally and clinically. 

6. Clinical results point to a selective action of 
gamma radium rays (with filtration equivalent to 2 
mm. of platinum). 

7. Combinations of different short wave lengths 
of roentgen rays (200,000 volts; filtration by 0.5, 


1.0, I.5, Or 2.0 mm. of copper or zinc), or in con- 
junction with gamma radium packs to the same 
skin area will increase the skin tolerance for radia- 
tions from 30 to 4o per cent. 

8. The combination of the shorter wave length 
radium and roentgen rays with a multiple skin port 
technique offers a safe approach to a method of 
administering 2 to 3 times the depth intensities of 
radiations that are generally obtained, without del- 
eterious effects to the skin or general well-being. 

9. Clinical impressions justify the inference that 
improved end-results will be obtained in advanced 
cancer by the systematic application of combined 
short wave length radium and roentgen rays. 


Zalewski, F.: An Extensive X-Ray Burn of the Skin 
Cured by Repeated Blood Transfusions (Bri- 
lure trés étendue de la peau par les rayons X gurie 
par transfusion sanguine répétée). Rev. de chir., Par., 
1930, xlix, 75. 

The case reported was that of a man thirty years 
of age who sustained a very extensive X-ray burn 
over the lumbosacral region during X-ray exposures 
for diagnostic purposes. Local treatment by the 
usual methods for six months failed to cause improve- 
ment. When the patient came under the author's 
observation he was in a state of extreme cachexia. 
Five blood transfusions given in the course of several 
weeks were followed by healing of the lesion and 
good recovery. ANTHONY R. CAMERO, M.1). 


RADIUM 


Sievert, R. M.: The Intensity of Gamma Rays at 
the Surface and in the Region Immediately 
Surrounding Radium Needles (Die y-Strah- 
lunsintensitaet an der Oberflaeche und in der 
naechsten Umgebung von Radiumnadeln). c/a 
radiol., 1930, Xi, 249. 

This article contains calculations of the distribu 
tion of intensity on the surface and in the immediate 
vicinity of radium preparations, particularly radium 
needles for interstitial irradiation. 

Three different needle diameters (outer diameter 
1.5, 2.0, and3.0 mm.) and six different needle lengihs 
(0.5, 1.0, 1.5, 2.0, 3.0, and 5.0 mm.) were investi- 
gated. The cylindrical needle wall was assumed to 
be o.5 mm. of platinum. A formula given in an 
earlier article (Acta radiol., 1921, i, 89) was used. 
The calculations are carried out with maximum and 
minimum values for the absorption coefficients in- 
volved (radium sulphate, platinum, and tissuc). 
The results show the relative intensity values of 
different types of needles to be substantially un 
changed by errors in the absorption coefficients. ly 
means of a graphic method of integration it has 
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been proved that the irradiation intensity at the 
surface of radium preparations with a length greater 
than 1 cm. and an outer diameter less than 2.5 mm. 
may be computed as if the radium were concen- 
trated in the preparation axis, provided exactitude 
within 5 per cent is sufficient. 

Proceeding from the gamma intensities at the 
surface of the preparation, relative values have been 
collocated, from which may be determined the 
irradiation time that, with the use of different types 
of needles, will give the same dose at the needle 
surface. As the intensities at this surface reach very 
high values on account also of secondary beta 
irradiation from the outermost layers of the prepara- 
tions, the suggestion is made that a maximum time 
of treatment which must not be exceeded when the 
different types of needles are used might be deter- 
mined from these surface intensities. 

The results of the calculations are collected in a 
number of tables and diagrams, from which intensity 


data applicable to all cases occurring in therapeutic 
practice may be obtained. The distribution of 
intensity for different types of needles placed in one 
and the same plane has also been investigated and 
corresponding curves have been plotted. It is 
pointed out that the values obtained are comparable 
only to a certain extent because of the qualitative 
differences at varying distances from the radium 
needle which are due, in part, to secondary beta 
irradiation. 

At the end of the article are formule, diagrams, 
and tables for determining the irradiation intensity 
on the surface and in the immediate vicinity of 
radium preparations. Among these is a table of the 
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portant for the calculation of the intensity of rod- 
shaped preparations. 





MISCELLANEOUS 


CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Bruni, A.: The Influence of Glucose on the Devel- 
opment of Fischer’s Phenomenon (Influenza del 
glucosio sullo svolgimento del fenomeno di Fischer). 
Sperimentale, 1930, 1xxxiv, 75. 


The author reviews briefly the literature on the 
experimental production of epithelial proliferation 
(Fischer’s phenomenon) following the local injection 
of various chemicals. Noting the important relation 
between carbohydrate metabolism and neoplastic 
development, he investigated the influence of glucose 
on Fischer’s phenomenon. The results of his studies 
show that the daily injection of large doses of glucose 
favors the development and persistence of atypical 
cellular elements and at times carcinoid formations 
like those seen preceding experimental tar cancers. 

A. Louts Rost, M.D. 


Mason, J. B.: Desmoid Tumors. 
XCli, 444. 

During the period from 1910 to 1929 inclusive, 
fifty patients with desmoid tumors were seen at the 
Mayo Clinic. In the cases of thirty-nine (78 per 
cent) information regarding recurrence was obtained 
from the patient or some other source. 

Of the thirty-nine cases in which the tumor was 
in the abdominal wall, data concerning recurrence 
was obtained in twenty-nine. Recurrence developed 
in six. Of the eleven cases in which the desmoid 
tumor was situated elsewhere than in the abdominal 
wall, a reply to the questionnaire was received in ten 
and recurrence was reported in one. 

Recurrence developed in three cases in which the 
treatment consisted mainly or entirely of radium or 
roentgen-ray irradiation. In a fourth case this treat- 
ment was otherwise unsuccessful. 

Of thirty-five cases in which surgical operation 
was the only or the principal method of treatment, 
recurrence is known to have developed in four. 


Ann. Surg., 1930, 


Sénéque, J., and Grinda, J. P.: Sacrococcygeal 


Chordomata (Les chordomes sacrococcygiens). 
J. de chir., 1930, Xxxv, 817. 

The authors report forty-seven cases of sacro- 
coccygeal chordoma. The article is supplemented 
with photomicrographs and a bibliography. 

Chordomata were first seen in the occipital region 
by Virchow in 1857. Virchow thought they orig- 
inated from cartilage, but in 1858 Mueller demon- 
strated that they arise from rests of the notochord. 
Later they were produced in rabbits by puncturing 
the intervertebral disks. 

Sacrococcygeal chordomata were not described 
until r910. They are most common between the 


ages of forty-five and fifty years, but the occurrence 
of a sacrococcygeal chordoma in a newborn infant 
and in a girl fourteen years of age has been recoried, 
About two-thirds of the subjects of such tumors are 
men. The chordomata may be presacral or rctro- 
sacral or occur in the bone itself. In some cases they 
are not connected with the bone at all. Aberrant 
chordomata develop from aberrant rests of the 
notochord. They vary from the size of a mandarin 
orange to that of an adult’s head and are round or 
oval. They are generally quite regular, but may be 
nodular from the presence of cysts. As a rule they 
are adherent to the bone, and sometimes the tip of 
the coccyx lies within the tumor. They invade the 
local tissues extensively, but seldom form metastises. 
As the so-called physaliphore cell is characteristic, 
they cannot be confused with any other form of 
tumor on microscopic examination. 

The chief symptom is a dull continuous pain 
which is increased by movement and the sitting 
position. Frequently the patient is unable to sit 
down. Walking is often made difficult by sciatic 
neuralgia. Involvement of the terminal part of the 
intestine by the tumor is associated with stubborn 
constipation and the appearance of blood in the 
stools. When the diagnosis is doubtful it can be 
cleared up by rectal examination. The growth of the 
tumor is slow, and the general condition remains 
good for a long time. The average duration of the 
disease is from five to seven years. Recurrences 
depend on the time and thoroughness of operation. 
They generally result from incomplete removal of the 
tumor. 

A roentgen examination should always be made 
even if it shows only a bone lesion and not the 
nature of the tumor and a negative roentgenogram 
does not exclude the presence of a chordoma. In 
the beginning, a chordoma may be confused with 
a simple contusion or fracture, and later with cold 
abscesses of the bone. Congenital sacrococcygeal 
cysts must also be excluded. 

The only treatment is surgery. Roentgen and 
radium therapy are generally not advisable. -\s 
the neoplasms are malignant, extirpation should 
include the tumor, the last two sacral vertebra, the 
coccyx, and the insertions of the muscles. In some 
cases in which the tumor is high complete extirpa- 
tion is impossible because of its intimate adhesion 
to the bone. Since, on account of the nerves which 
emerge from it, the entire sacrum cannot be removed, 
it is perhaps better to give irradiation therapy in 
these cases than to attempt an extirpation which 
will necessarily be incomplete. When the tumor 
compresses the rectum and produces a tendency 
toward occlusion, an iliac anus should be formed. 

AuprEY G. Morcay, M.1). 
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Oertel, H.: On the Mechanism of Cancer Develop- 
ment. Canadian M. Ass. J., 1930, xxiii, 183. 

The cancer cell is the expression of an atypical cell 
regeneration due to continued disturbances of the 
normal relations between the tissue cells and their 
vascular supply and innervation which bring about 
modifications in the course of cell differentiation. Its 
metabolic and formative functions therefore differ 
from those of the normal cells and cell growth. 

It develops and grows on the basis of a general and 
organ disposition (metabolic peculiarities) in the 
host tissues and in itself. 

The cancer cell is therefore not subject to the 
physiological influences of the surrounding tissues 
which normally determine the relative position and 
difierentiation of new cells. Hence it grows as a new 
entity with its own blood and nerve supply which are 
adapted only to its growth. Wherever cancer cells 
grow, the physiological, stationary, fully differenti- 
ated tissue is replaced, not by any peculiar aggression 
of the tumor cells, but by suppression due to the 
new, actively growing tissue organization which is 
grafted onto the old stationary tissue organization. 

As the tumor problem is a problem of growth it 
can be solved only by a study of the laws which 
govern growth. Many years ago Billroth stated that 
from the anatomical standpoint the conception of 
“tumor”? should be rejected as we may recognize 
only tissue growths of simple or complicated types 
and should endeavor to trace their origin and fate as 
such. Howarp A. McKnicut, M.D. 


Wright, W. M., and Wolf, C. G. L.: The Serological 
Diagnosis of Cancer. Part I. J. Cancer Research, 
1930, Xiv, 370. 

This article is a résumé of the theoretical deduc- 
tions leading to the discovery of the Fuchs serological 
test for the diagnosis of malignancy, a careful lab- 
oratory investigation of the test, possibilities for 
error and suggested improvements, and clinical 
experience with 116 determinations in malignant 
and non-malignant conditions. 

If serum from a patient suffering from cancer is 
allowed to stand in contact with washed blood fibrin 
from a normal person, it produces proteolytic 
splitting of the fibrin which is manifested by an in- 
crease in the nitrogen content of the filtrate from 
the mixture. Normal fibrin is carefully separated, 
washed, ground to a powder, and put up in 5-mgm. 
sterile tubes. One tube of this is added to 1 c.cm. 
of the suspected cancer serum and incubated for 
twenty-four hours. Trichloracetic acid is then 
added, the mixture filtered, and the non-protein 
nitrogen in the filtrate determined by the micro- 
Kjeldahl method. With cancer serum, a very definite 
Increase (4 to 5 times the control) in the non- 
protein nitrogen is observed. 

The rationale of the test is as follows: 

The Abderhalden test for pregnancy depends 
upon the detection in the blood serum of certain 
substances which cause increased proteolysis evi- 
denced by tests for products of protein splitting. A 


very loose analogy between the formation of the 
placenta and the development of malignant growths 
suggested to several investigators that the blood of 
cancerous persons might show similar changes. A 
low percentage of successful diagnoses indicated 
merely that unknown adventitious factors super- 
impose themselves and sometimes hide the sought- 
for reacting substance. A precipitin reaction with 
cancer and placenta extracts reacting with the corre- 
sponding sera had been obtained (anti-serum for 
specific organs was obtained by immunization). 
Abderhalden believed that normal serum contains 
no ferment capable of splitting protein, but when 
Stephan and Wohl, using animal fibrin, noted 
proteolysis, Fuchs reasoned that proteolysis takes 
place when the fibrin is from another animal (het- 
erologous), while sera and fibrin from the same ani- 
mal (homologous) causes no proteolysis. In tests on 
cancer patients he found proteolysis when cancer 
serum was mixed with fibrin from a normal blood or 
cancer fibrin was mixed with normal serum, but no 
reaction if the serum and fibrin came from the same 
individual. Tuberculosis serum also produces pro 
teolysis on normal fibrin, but this can be checked 
against. The authors report 116 examinations with 
this test. 

No cases diagnosed clinically as malignant gave a 
negative reaction, but a positive reaction (roughly 
25 per cent) was given by miscellaneous conditions 
such as hemorrhoids, enlarged prostate, chronic 
appendicitis. 

The cases are not entirely proved cancers as fre- 
quently reliance was placed on the clinical diagnosis 
alone. 

Some of them gave positive reactions before treat- 
ment and negative reactions after the insertion of 
radium. 

There is no advantage in using a larger amount of 
fibrin. The reaction follows Schutz’s law, the 
amount of ferment action being proportional to the 
square root of the time of the reaction. 

Other blood constituents than normal fibrin, 
serum albumin, and globulin gave no increased pro- 
teolysis. Muscle tissue can be used, but deteriorates 
in a few weeks whereas fibrin keeps for months. 

Alcohol titration (Grossman method) of the 
products of proteolysis is suggested as a substitute 
for micro-Kjeldahl determinations. 

Harry C. SALTZsTEIN, M.D. 


Kerner-Samarina, S.: Experimental Treatment of 
Carcinomatous Mice by Cytotherapy According 
to the Method of N. Y. Kouschtalow (Experi- 
mentelle Behandlung mit Carcinoma afiizierter 
Maeuse mittels Cytotherapie nach der Methode von 
Prof. N. Y. Kouschtalow). Ginck., 1930, ix, 227. 


The author has found that by means of cyto- 
therapy it is possible to destroy carcinoma in mice. 
The histological process of destruction of the carci- 
noma cells is manifested by necrosis of the nuclei and 
karyolysis followed by connective tissue prolifera- 
tion into the previously carcinomatous areas. When 
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cytotherapy is used prophylactically, transplanted 
carcinomata can no longer gain a foothold. If the 
inoculation of mouse carcinoma otherwise gives a 
positive result in 100 per cent of cases, the morbidity 
after prophylactic cytotherapy is zero. 

Otto HerscHan (G). 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


D’Hérelle: The Phenomenon of Bacteriophagy and 
Its Biological Significance (Le phénoméne de 
bacteriophagie et sa signification biologique). Bull. 
et mém. Soc. nat dé chir., 1930, lvi, 986. 


D’Hérelle believes that the bacteriophage is des- 
tined to revolutionize bacteriology and the pathol- 
ogy, prevention, and treatment of all infectious dis- 
eases. He relates in some detail the various steps 
which led to its discovery. After his first studies, he 
concluded that, coincident with the onset of con- 
valescence from various intestinal infections, there 
appeared in the intestinal tract a lytic principle 
which possessed the property of destroying and dis- 
solving pathogenic bacteria. Subsequently he found 
that this phenomenon occurs not only in bacillary 
dysentery, the disease he first studied, but also in 
all of the infectious diseases thus far studied by him 
or other workers in the same field, namely, cholera, 
typhoid fever, infantile diarrhoea, human and animal 
septicemias, and bubonic plague. In all of these 
conditions there appears during convalescence a 
bacteriophagic principle which has the power to 
destroy and dissolve the pathogenic bacteria con- 
cerned in the production of the infection. 

Direct microscopic examination shows that the 
process of destruction of the pathogenic organisms 
is a sudden bursting. The body of the bacterium 
swells little by little and suddenly ruptures, leaving 
nothing that is visible. From the findings of various 
experiments D’Hérelle concludes that bacteriophage 
is in the form of a corpuscle about 10 millimicrons 
in diameter, and that it multiplies very rapidly at 
the expense of bacteria. 

There is definite proof that the bacteriophagic 
corpuscle acts on bacteria by means of a ferment 
which it secretes. The secretion of a soluble fer- 
ment by an organism necessarily implies the exist- 
ence of a metabolism in that organism. The bac- 
teriophage is therefore a living virus, a bacterial 
parasite. The fatal disease of bacteria caused by 
the bacteriophage is known as ‘“‘bacteriophagia.” 
The phenomenon of bacteriophagy is just another 
example of the general and well-recognized biological 
phenomenon of parasitism. 

Some bacteriophagic principles are specific. 
Others have a group action. Some, for example, 
attack the bacillus coli, bacillus dysenteria, and the 
vibrio of cholera, while others attack the bacillus 
coli, bacillus pestis, and bacillus typhosus. They 
vary considerably also in the intensity of their 
action. Some are rather feeble and others are power- 
ful. Experience has shown that the bacteriophage 
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does not make its appearance only at the time of the 
infection. From a few days after birth, it is always 
present in the intestinal tract of all living beings, 
from molluscs to man, and multiplies at the expense 
of the bacillus coli. It is able to adapt itself to act 
as a parasite against bacteria which it was at first 
unable to attack. As this power of adaptation varies 
considerably, the principle of treatment with bac- 
teriophage consists in injecting into a diseased in- 
dividual a bacteriophage which has previously be- 
come adapted to living as a parasite on the organism 
which is the specific cause of the disease to be treated. 

In non-intestinal maladies such as bubonic plague 
and the septicemias, the difficulties in obtaining 
material have hindered a complete study of bacterio- 
phagic action, but the fact that D’Hérelle has been 
able in every case to isolate a bacteriophage from the 
diseased tissue, buboes, or blood, at the onset of the 
illness indicates that the mechanism of cure should 
be the same in every instance. 

These observations tend to show that, contrary 
to the theories heretofore accepted, recovery from 
an infectious disease is due, not to the production of 
immunity, but to the action of a bacteriophage iv 
vivo. Immunity follows recovery and does not pre- 
cede it. The possibility of relapse shows that true 
immunity is established certainly not sooner than 
several days after the onset of convalescence. 

D’Heérelle describes the technique of treatment 
with bacteriophage and cites good results obtained 
in bacillary dysentery, cholera, and bubonic plague. 
He has found that the action of bacteriophage is 
often slower, and sometimes nil, in cases which have 
previously been treated with vaccines and antisera. 
He therefore believes that bacteriophage should be 
used to the exclusion of other forms of biological 
therapy. ANTHONY R. CAMERO, M1). 


Fiessinger, N.: Defensive Bacteriopexy in Septi- 
cemia (La bactériopexie de défense dans les sep- 
ticémies). Presse méd., Par., 1930, xxxviii, 950. 

It is generally believed that the cure of septic:emia 
is due to the destruction of the bacteria. That this 
is not true is shown by the virulence of pneumococci 
after defervescence in pneumonia, the virulence of 
the bacilli in typhoid carriers, and the vitality of 
streptococci in terminal metastatic abscesses. ‘he 
patient is cured, but the bacteria are very much 
alive. Septicaemia is cured, not by destruction of 
the bacteria, but by their fixation—bacteriopexy. 

Bacteriopexy takes place in the blood and tissues. 
There are two elements in the blood that fix bac- 
teria—the globulin and the leucocytes. Bacteria 
agglutinate around the platelets. The theory that 
leucocytes destroy bacteria is erroneous; they only 
fix them. In the tissues, bacteria are fixed primarily 
by the reticulo-endothelial cells. These cells fix }ac- 
teria just as they fix inert particles of dye. Blocking 
the reticulo-endothelial system therefore increases 
the severity and duration of septicemia. 

After being fixed, the bacteria are excreted 
through the bile, urine, pancreatic fluid, and saliva. 
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Between the blood capillary and the intercellular 
bile duct there are two kinds of cells: Kupffer’s stel- 
late cells and liver cells. Experiments carried out 
with dyes have shown that Kupfifer’s stellate cells 
have a chromopexic function and the liver cells a 
chromogogic function. Their function is the same 
with reference to bacteria. In experimental septi- 
cemia, Kupffer’s stellate cells fill with bacteria 
which pass into the bodies of the liver cells and from 
there fall into the lumina of the ducts without losing 
their virulence. This is why the bile is always sep- 
tic. The same process takes place in the pancreas, 
the parotid glands, and the kidneys. 

A curious form of fixation of bacteria is the 
intravenous form. Sometimes when phlebitis de- 
velops the general symptoms decrease as if the bac- 
teria had suddenly become fixed in the clot. Some- 
times the septicaemia is so severe that the fixation 
is not sufficient to arrest the course of the disease. 

Bacteria may be fixed also by metastatic foci such 
as the periosteal abscesses of typhoid fever, sub- 
cutaneous or deep abscesses, and turpentine ab- 
scesses. 

The initial stage of recovery from septicemia is 
therefore fixation of the bacteria. After their fixa- 
tion, the bacteria are destroyed or eliminated. 

Aubrey G. Morcan, M.D. 


Talice, R. V.: Three Years of Pyrexotherapy with 
Treponema Hispanicum in Uruguay (Trois 
ans de pyrétothérapie par le treponema hispanicum 
en Uruguay). Rev. Sud.-Am. de méd. et de chir., 
1930, i, 353- 

The author believes that at the present time the 
best treatment for general paresis is pyrexotherapy. 
The most satisfactory results are obtained from the 
inoculation of virulent bacteria. To date, the only 
methods which have been found of value are the 
production of malaria and recurrent fever. How- 
ever, in 10 per cent of the cases the malaria has 
proved fatal. Recurrent fever is associated with 
less danger. 
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Talice reports experience acquired with recurrent 
fever in Uruguay during the period from 1927 to 
1929. The method was introduced at about the 
same time by Plant and Steiner, Weyandt and 
Kirschbaum, and Muhlens. First attempts with 
inoculation to cause recurrent fever were made with 
treponema duttoni, the agent of the African variety 
(Novy and Knapp). 

The treponema hispanicum discovered by Sadi 
de Buen provokes a relatively mild disease. It is 
transmitted by a tick (ornithodurus marocanus). 
Following the encouraging results obtained by 
Brumpt of Paris, it has been widely employed in 
Uruguay. Its use demands the close coéperation of a 
parasitologist and a neurologist. 

The virus can be preserved by means of infected 
ticks. To insure infection of larve and chrysalises, 
the ticks are passed at times over infected animals. 
The virus may be preserved in receptive animals 
such as guinea pigs, rats, mice, rabbits, monkeys, 
cats, and dogs. The technique of its use is described 
by Nicolle and Anderson. The organism is easily 
cultivated anaérobically in non-inactivated rabbit 
serum. 

In clinical cases, inoculations are made subcu- 
taneously or intradermally with blood from infected 
animals. For conservation of the virulence, man-to- 
man inoculations are advisable from time to time. 
The course of the experimental disease is mild and 
without mortality. 

In general paresis the results have been quite good. 
Of 122 patients, 17 were able to resume their occu- 
pations and 32 were greatly benefited. However, 29 
showed only transient improvement and 44 were not 
benefited. 

In epilepsy, the frequency of the attacks was 
reduced, and in early cases presenting the posten- 
cephalitic parkinsonian syndrome definite improve- 
ment resulted. 

The numbers of cases of other conditions treated 
were too limited to justify conclusions. 

ALBERT F, DE Groat, M.D. 
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